


































































































































































































































































? 70台前半 男性 白血病 52分
2 30台後半 女性 白血病 28分
3 50代前半 女性 リンパ腫 67分
4 70台後半 女性 リンパ腫 34分
5 60代前半 男性 白血病 24分
















































































































































































































































































































































































































































Home care concerns for patients undergoing initial treatment for 
hematologic malignancies 
Mai Kato1), Yukihiro Kitatani 2), Miki Yatsuduka 2)  
1） Graduate School of Medicine and Pharmaceutical Sciences for Education, Toyama University,
2） Adult Nursing 1, Department of Nursing, Graduate School of Medicine and Pharmaceutical 
　 Sciences, Toyama University 
Abstract
Aims: This study aimed to identify concerns of patients about living at home while undergoing initial 
treatment for hematologic malignancies. 
Methods: Five patients with hematologic malignancies who underwent initial inpatient chemotherapy and 
outpatient care were included in this study. Semi-structured interviews were conducted in this qualitative 
descriptive study design, and the data were analyzed with reference to the framework of the work of 
Miles & Huberman.         
Results and Discussion: The results showed that patients with hematologic malignancies who were 
undergoing initial treatment while living at home typically had concerns related to physical conditions 
that affected daily life and the prevention of infections. The results of the interviews emphasized the 
importance of symptom control in managing the diseases. Patients needed assistance to implement 
infection prevention strategies. Home care providers and patients also needed to work together to 
identify environmental issues that affected their ability to maintain normal daily activities during 
treatment.
Keywords
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項目 カテゴリー 人数 平均±標準偏差
性別 男性 ?? ???? ?
女性 ?? ???? ?
年齢 65歳未満 ?? ???? ?    全体69.2±9.9
65～74歳 ?? ???? ? 　 範囲40-98
75歳以上 ?? ???? ?
??? 低体重 ?? ???? ?    全体25.0±4.4
標準体重 ?? ???? ?
肥満 ?? ???? ?
治療内容 内服のみ ?? ???? ?
インスリン療法のみ ?? ???? ?
内服+インスリン療法 ?? ???? ?
薬物療法以外 ?? ???? ?
糖尿病罹病期間 10年未満 ?? ???? ?    全体15.2±9.7
10～19年 ?? ???? ?    範囲1-41
20～29年 ?? ???? ?
30年以上 ?? ???? ?
HbA1c値 7.0%未満 ?? ???? ?    全体7.3±0.9
7.0%以上 ?? ???? ?





なし ?? ???? ?
フットケア指導の有無 あり ?? ???? ?
なし ?? ???? ?
喫煙の有無 あり ?? ???? ?









?? 8.8? 3.9??????? 56??50.9%???
???? 47??42.7%??ABI?????? 1.1?











? 5.7??????????? 63? 13.1? 2.6??
????????? 6? 14.0? 0.0??????




















項目 カテゴリー 人数(%) 平均±標準偏差
足のしびれ感（自覚症状） あり ?????? ?
足の冷感（自覚症状） あり ?????? ?
足の冷感（他覚症状） あり ?????? ?
創傷 あり ??????? ?
胼胝 あり ?????? ?
鶏眼 あり ??????? ?
白癬 あり ?????? ?
振動覚
　右 正常 ?????? ? 9.2±4.4
　左 正常 ?????? ? 8.8±3.9
ABI値
　右 正常 ??????? ? 1.1±0.1
　左 正常 ??????? ? 1.1±0.1
表3．フットケアの自己効力感
?????






項目 人数 平均±標準偏差 満点
食事 ??? 20.7±11.1 ??
運動 ??? ?6.3± 5.7 ??
服薬管理
　内服のみ ??? 13.1± 2.6 ??
　インスリン療法のみ ??? 14.0± 0.0 ??
　内服+インスリン療法 ??? 19.8± 3.0 ??
血糖自己測定 ??? 11.4± 4.9 ??












項目 カテゴリー 人数(%) 平均±標準偏差
足のしびれ感（自覚症状） あり ?????? ?
足の冷感（自覚症状） あり ?????? ?
足の冷感（他覚症状） あり ?????? ?
創傷 あり ??????? ?
胼胝 あり ?????? ?
鶏眼 あり ??????? ?
白癬 あり ?????? ?
振動覚
　右 正常 ?????? ? 9.2±4.4
　左 正常 ?????? ? 8.8±3.9
ABI値
　右 正常 ??????? ? 1.1±0.1
　左 正常 ??????? ? 1.1±0.1
表3．フットケアの自己効力感
?????






項目 人数 平均±標準偏差 満点
食事 ??? 20.7±11.1 ??
運動 ??? ?6.3  5.7 ??
服薬管理
のみ ??? 13.1  2.6 ??
　インスリン療法のみ ??? 14.0  0.0 ??
　内服+インスリン療法 ??? 19.8  3.0 ??
血糖自己測定 ??? 11.4± 4.9 ??








































































項目 カテゴリー 人数(%) 平均±標準偏差
足のしびれ感（自覚症状） あり ?????? ?
足の冷感（自覚症状） あり ?????? ?
足の冷感（他覚症状） あり ?????? ?
創傷 あり ??????? ?
胼胝 あり ?????? ?
鶏眼 あり ??????? ?
白癬 あり ?????? ?
振動覚
　右 正常 ?????? ? 9.2±4.4
　左 正常 ?????? ? 8.8±3.9
ABI値
　右 正常 ??????? ? 1.1±0.1
　左 正常 ??????? ? 1.1±0.1
表3．フットケアの自己効力感
?????






項目 人数 平均±標準偏差 満点
食事 ??? 20.7±11.1 ??
運動 ??? ?6.3± 5.7 ??
服薬管理
　内服のみ ??? 13.1± 2.6 ??
　インスリン療法のみ ??? 14.0± 0.0 ??
　内服+インスリン療法 ??? 19.8± 3.0 ??
血糖自己測定 ??? 11.4± 4.9 ??











項目 カテゴリー 人数(%) p値
性別 男性 ???????? 19.8±11.4
女性 ???????? 22.2±10.5
年齢 65歳未満 ???????? 17.7±11.2
65～74歳 ???????? 22.1±11.0
75歳以上 ???????? 22.1±11.0
??? 低体重 ???????? 28.3±????
標準体重 ???????? 22.0±11.9
肥満 ???????? 20.7±10.2




HbA1c値 7.0%未満 ???????? 21.1±11.8
7.0%以上 ???????? 20.5±11.0
合併症の有無 あり ???????? 21.7±11.3
なし ???????? 19.5±10.9
フットケア指導の有無 あり ???????? 27.5±????
なし ???????? 15.1±10.0
喫煙の有無 あり ???????? 17.6±11.5
なし ???????? 21.4±11.0
しびれ感 あり ???????? 19.7±11.4
なし ???????? 22.0±10.5
冷感（自覚） あり ???????? 21.5±11.1
なし ???????? 20.3±11.1
冷感（他覚） あり ???????? 23.0±10.8
なし ???????? 19.1±11.1
振動覚 正常群 ???????? 22.0±10.6
低下群 ???????? 19.4±11.6

























項目 カテゴリー 人数(%) 平均±標準偏差 p値
性別 男性 ???????? 7.6±5.7
女性 ???????? 4.0±4.9
年齢 65歳未満 ???????? 5.3±5.0
65～74歳 ???????? 7.4±6.0
75歳以上 ???????? 6.1±5.8
??? 低体重 ??????? 8.0±5.6
標準体重 ???????? 7.1±5.8
肥満 ???????? 5.2±5.4




HbA1c値 7.0%未満 ???????? 5.7±5.8
7.0%以上 ???????? 6.6±5.6
合併症の有無 あり ???????? 6.4±5.9
なし ???????? 6.1±5.4
フットケア指導の有無 あり ???????? 6.0±5.6
なし ???????? 6.5±5.8
喫煙の有無 あり ???????? 7.9±5.8
なし ???????? 5.9±5.6
しびれ感 あり ???????? 6.3±6.2
なし ???????? 6.3±5.3
冷感（自覚） あり ???????? 5.3±5.9
なし ???????? 6.8±5.6
冷感（他覚） あり ???????? 7.0±5.5
なし ???????? 5.8±5.8
振動覚 正常群 ???????? 6.2±5.9
低下群 ???????? 6.4±5.6
























　　　 フットケアの自己 と 関連
????
項目 カテゴリー 人数(%) 平均±標準偏差 p値
性別 男性 ???????? 19.5±3.5
女性 ???????? 20.6±1.2
年齢 65歳未満 ???????? 19.9±2.5
65～74歳 ???????? 20.2±2.0
75歳以上 ???????? 19.3±4.9
??? 低体重 ???????? 21.0±0.0
標準体重 ???????? 19.0±4.2
肥満 ???????? 20.4±1.6




HbA1c値 7.0%未満 ???????? 20.6±1.2
7.0%以上 ???????? 19.6±3.5
合併症の有無 あり ???????? 19.8±3.2
なし ???????? 20.1±2.4
フットケア指導の有無 あり ???????? 20.6±1.6
なし ???????? 18.9±4.0
喫煙の有無 あり ??????? 20.1±2.2
なし ???????? 19.8±3.2
しびれ感 あり ???????? 20.8±1.0
なし ???????? 19.1±3.9
冷感（自覚） あり ???????? 20.0±2.3
なし ???????? 19.8±3.3
冷感（他覚） あり ???????? 20.5±1.8
なし ???????? 19.5±3.6
振動覚 正常群 ???????? 20.7±1.0
低下群 ???????? 19.2±3.9


























項目 カテゴリー 人数(%) 平均±標準偏差 p値
性別 男性 ???????? 16.0±????
女性 ???????? 19.6±????
年齢 65歳未満 ???????? 16.4±????
65～74歳 ???????? 18.6±????
75歳以上 ???????? 16.6±????
??? 低体重 ???????? 18.7±????
標準体重 ???????? 18.2±10.0
肥満 ???????? 16.2±????




HbA1c値 7.0%未満 ???????? 17.3±????
7.0%以上 ???????? 17.3±????
合併症の有無 あり ???????? 18.1±????
なし ???????? 16.3±????
フットケア指導の有無 あり ???????? 19.5±????
なし ???????? 15.5±????
喫煙の有無 あり ???????? 15.6±????
なし ???????? 17.7±????
しびれ感 あり ???????? 17.9±????
なし ???????? 16.8±????
冷感（自覚） あり ???????? 16.9±????
なし ???????? 17.6±????
冷感（他覚） あり ???????? 16.9±????
なし ???????? 17.6±????
振動覚 正常群 ???????? 19.2±????
低下群 ???????? 15.3±????












































































































































































































































???????? SDSCA?The Summary of 


























































Survey of self-care behavior of type 2 diabetes patients and 
related factors
Kayoko MAEDA1), Mizuho II2), Takashi SHIGENO2), Toshiaki UMEMURA2)
Masako WAKABAYASHI1), Tomomi YASUDA2) 
1） Saiseikai Toyama Hospital
2） Deparment of Aduli Nursing2,Graduate School of Medicine and Pharmaceutical Science for 
　 education,University of Toyama
Abstract
　The purpose of this study was to clarify leg condition and self-efficacy of foot care, as well as factors 
related to self-care behavior in type 2 diabetes patients. The subjects were 110 people. The survey 
included basic attributes, subjective and objective symptoms of leg condition, self-efficacy of foot care, 
and self-care behaviors. The results showed that whether the individual received foot care guidance 
and foot care self-efficacy were related to diet self-care behaviors, gender was related to exercise self-
care behaviors, foot care self-efficacy in subjects receiving both oral medication and insulin therapy was 
related in medication management, and gender, vibratory sensation, and foot care self-efficacy were 
related to foot self-care behaviors.
　The above demonstrates the possibility that self-care behaviors can be induced by understanding 
lifestyle when providing foot care guidance and providing guidance using tests that can be experienced, 
such as vibratory sensation tests.
Keywords
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Foot Care Confidence Scale?????J?FCCS?9?
????????????????
４）セルフケア行動























































項目 カテゴリー 人数(%) p値
年齢 65歳未満 ?????? ? 16.6±11.6
65～74歳 ?????? ? 21.4±11.8
75歳以上 ?????? ? 21.4±10.2
??? 低体重 ????? ? 31.7±???
標準体重 ?????? ? 21.0±12.0
肥満 ?????? ? 17.2±10.2
糖尿病罹病期間 10年未満 ?????? ? 16.7±10.9
10～19年 ?????? ? 22.4±11.0
20～29年 ?????? ? 23.8±10.6
30年以上 ?????? ? 15.9±13.2
HbA1c値 7.0%未満 ?????? ? 21.7±12.2
7.0%以上 ?????? ? 18.6±10.9
合併症の有無 あり ?????? ? 21.2±12.0
なし ?????? ? 18.1±10.6
フットケア指導の有無 あり ?????? ? 27.0±???
なし ?????? ? 14.7±10.3
喫煙の有無 あり ?????? ? 18.2±11.2












項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 18.5±12.1
なし ?????? ? 20.9±10.9
冷感（自覚） あり ?????? ? 20.4±11.0
なし ?????? ? 19.6±11.7
冷感（他覚） あり ?????? ? 22.3±11.4
なし ?????? ? 18.3±11.4
振動覚 正常群 ?????? ? 22.3±11.1






項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 15.1±10.5































































項目 カテゴリー 人数(%) p値
年齢 65歳未満 ?????? ? 16.6±11.6
65～74歳 ?????? ? 21.4±11.8
75歳以上 ?????? ? 21.4±10.2
??? 低体重 ????? ? 31.7±???
標準体重 ?????? ? 21.0±12.0
肥満 ?????? ? 17.2±10.2
糖尿病罹病期間 10年未満 ?????? ? 16.7±10.9
10～19年 ?????? ? 22.4±11.0
20～29年 ?????? ? 23.8±10.6
30年以上 ?????? ? 15.9±13.2
HbA1c値 7.0%未満 ?????? ? 21.7±12.2
7.0%以上 ?????? ? 18.6±10.9
合併症の有無 あり ?????? ? 21.2±12.0
なし ?????? ? 18.1±10.6
フットケア指導の有無 あり ?????? ? 27.0±???
なし ?????? ? 14.7±10.3
喫煙の有無 あり ?????? ? 18.2±11.2












項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 18.5±12.1
なし ?????? ? 20.9±10.9
冷感（自覚） あり ?????? ? 20.4±11.0
なし ?????? ? 19.6±11.7
冷感（他覚） あり ?????? ? 22.3±11.4
なし ?????? ? 18.3±11.4
振動覚 正常群 ?????? ? 22.3±11.1






項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 15.1±10.5











項目 カテゴリー 人数(%) p値
年齢 65歳未満 ?????? ? 16.6±11.6
65～74歳 ?????? ? 21.4±11.8
75歳以上 ?????? ? 21.4±10.2
??? 低体重 ????? ? 31.7±???
標準体重 ?????? ? 21.0±12.0
肥満 ?????? ? 17.2±10.2
糖尿病罹病期間 10年未満 ?????? ? 16.7±10.9
10～19年 ?????? ? 22.4±11.0
20～29年 ?????? ? 23.8±10.6
30年以上 ?????? ? 15.9±13.2
HbA1c値 7.0%未満 ?????? ? 21.7±12.2
7.0%以上 ?????? ? 18.6±10.9
合併症の有無 あり ?????? ? 21.2±12.0
なし ?????? ? 18.1±10.6
フットケア指導の有無 あり ?????? ? 27.0±???
なし ?????? ? 14.7±10.3
喫煙の有無 あり ?????? ? 18.2±11.2












項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 18.5±12.1
なし ?????? ? 20.9±10.9
冷感（自覚） あり ?????? ? 20.4±11.0
なし ?????? ? 19.6±11.7
冷感（他覚） あり ?????? ? 22.3±11.4
なし ?????? ? 18.3±11.4
振動覚 正常群 ?????? ? 22.3±11.1






項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 15.1±10.5








表 2 － 1．男性における食事のセルフケア行動と基本属性との関連







項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 6.2±5.6
65～74歳 ?????? ? 9.0±5.8
75歳以上 ?????? ? 7.1±5.8
??? 低体重 ????? ? 8.7±5.5
標準体重 ?????? ? 8.1±5.7
肥満 ?????? ? 6.9±6.1
糖尿病罹病期間 10年未満 ?????? ? 5.7±5.5
10～19年 ?????? ? 8.9±5.6
20～29年 ?????? ? 9.2±5.5
30年以上 ?????? ? 6.9±6.6
HbA1c値 7.0%未満 ?????? ? 6.9±8.2
7.0%以上 ?????? ? 8.2±5.7
合併症の有無 あり ?????? ? 7.7±6.1
なし ?????? ? 7.6±5.5
フットケア指導の有無 あり ?????? ? 7.4±5.5
なし ?????? ? 7.8±6.1
喫煙の有無 あり ?????? ? 8.7±5.6










項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 8.0±6.2
なし ?????? ? 7.3±5.5
冷感（自覚） あり ?????? ? 6.6±6.2
なし ?????? ? 8.1±5.6
冷感（他覚） あり ?????? ? 8.1±5.6
なし ?????? ? 7.3±6.0
振動覚 正常群 ?????? ? 8.6±5.9







項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 6.5±5.9









項目 カテゴリー 人数(%) 平均 標準偏差 p値
年齢 65歳未満 ?????? ? 6.2±5.6
65～74歳 ?????? ? 9.0±5.8
75歳以上 ?????? ? 7.1±5.8
??? 低体重 ????? ? 8.7±5.5
標準体重 ?????? ? 8.1±5.7
肥満 ?????? ? 6.9±6.1
糖尿病罹病期間 10年未満 ?????? ? 5.7±5.5
10～19年 ?????? ? 8.9±5.6
20～29年 ?????? ? 9.2±5.5
30年以上 ?????? ? 6.9±6.6
HbA1c値 7.0%未満 ?????? ? 6.9±8.2
7.0%以上 ?????? ? 8.2±5.7
合併症の有無 あり ?????? ? 7.7±6.1
なし ?????? ? 7.6±5.5
フットケア指導の有無 あり ?????? ? 7.4±5.5
なし ?????? ? 7.8±6.1
喫煙の有無 あり ?????? ? 8.7±5.6










項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 8.0±6.2
なし ?????? ? 7.3±5.5
冷感（自覚） あり ?????? ? 6.6±6.2
なし ?????? ? 8.1±5.6
冷感（他覚） あり ?????? ? 8.1±5.6
なし ?????? ? 7.3±6.0
振動覚 正常群 ?????? ? 8.6±5.9







項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 6.5±5.9









項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 6.2±5.6
65～74歳 90 8
75歳以上 71 8
??? 低体重 ????? ? 8.7±5.5
標準体重 ?????? ? 8.1±5.7
肥満 ? . 6.1
糖尿病罹病期間 10年未満 ?????? ? 5.7±5.5
10～19年 ? 8.9 5.6
20～29年 ? 9.2 .
30年以上 ?????? ? 6.9±6.6
HbA1c値 7.0%未満 ? 6.9 8.2
7.0%以上 ?????? ? 8.2±5.7
合併症の有無 あり ? ? ? .7 6.1
なし ?????? ? 7.6±5.5
フットケア指導の有無 あり ?????? ? 7.4±5.5
なし ?????? ? 7.8±6.1
喫煙の有無 あり ?????? ? 8.7±5.6









項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり 80 2
なし ?????? ? 7.3±5.5
冷感（自覚） あり ? ? ? 6.6 6.2
なし ?????? ? 8.1±5.6
冷感（他覚） あり ?????? ? 8.1±5.6
なし ?????? ? 7.3±6.0
振動覚 正常群 ?????? ? 8.6±5.9







項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 6.5±5.9
高得点群 ?????? ? 9.0±5.4
?? ??
表2-3．男性における運動のセルフケア行動とフットケアの自己効力感との関連表 2 － 3 男 食事のセルフケア行動とフットケアの自己効力感との関連
? 30?
??? 2??????????????
表 3 － 1．男性における食事のセルフケア行動と基本属性との関連







項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 14.0±7.3
65～74歳 ?????? ? 18.2±7.6
75歳以上 ?????? ? 14.6±9.1
??? 低体重 ????? ? 20.7±4.0
標準体重 ?????? ? 16.6±9.1
肥満 ?????? ? 14.7±6.5
糖尿病罹病期間 10年未満 ?????? ? 15.0±8.2
10～19年 ?????? ? 18.1±8.1
20～29年 ?????? ? 13.6±7.1
30年以上 ?????? ? 17.0±8.2
HbA1c値 7.0%未満 ?????? ? 16.8±7.9
7.0%以上 ?????? ? 15.4±8.1
合併症の有無 あり ?????? ? 16.9±7.8
なし ?????? ? 14.8±8.3
フットケア指導の有無 あり ?????? ? 16.9±8.8
なし ?????? ? 15.3±7.4
喫煙の有無 あり ?????? ? 15.0±7.4











項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 17.5±7.1
なし ?????? ? 14.7±8.6
冷感（自覚） あり ?????? ? 15.1±7.2
なし ?????? ? 16.4±8.4
冷感（他覚） あり ?????? ? 16.4±8.4
なし ?????? ? 15.7±7.8
振動覚 正常群 ?????? ? 17.1±8.2







項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 11.9±6.9









項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 14.0±7.3
65～74歳 ?????? ? 18.2±7.6
75歳以上 ?????? ? 14.6±9.1
??? 低体重 ????? ? 20.7±4.0
標準体重 ?????? ? 16.6±9.1
肥満 ?????? ? 14.7±6.5
糖尿病罹病期間 10年未満 ?????? ? 15.0±8.2
10～19年 ?????? ? 18.1±8.1
20～29年 ?????? ? 13.6±7.1
30年以上 ?????? ? 17.0±8.2
HbA1c値 7.0%未満 ?????? ? 16.8±7.9
7.0%以上 ?????? ? 15.4±8.1
合併症の有無 あり ?????? ? 16.9±7.8
なし ?????? ? 14.8±8.3
フットケア指導の有無 あり ?????? ? 16.9±8.8
なし ?????? ? 15.3±7.4
喫煙の有無 あり ?????? ? 15.0±7.4











項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 17.5±7.1
なし ?????? ? 14.7±8.6
冷感（自覚） あり ?????? ? 15.1±7.2
なし ?????? ? 16.4±8.4
冷感（他覚） あり ?????? ? 16.4±8.4
なし ?????? ? 15.7±7.8
振動覚 正常群 ?????? ? 17.1±8.2







項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 11.9±6.9









項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 14.0±7.3
65～74歳 ?????? ? 18.2±7.6
75歳以上 ???? ? ? 14.6 9.1
??? 低体重 ????? ? 20.7±4.0
標準体重 ???? ? ? 16.6±9.1
肥満 ???? ? ? 14.7±6.5
糖尿病罹病期間 10年未満 ?????? ? 15.0±8.2
10～19年 ?????? ? 18.1±8.1
20～29年 ???? ? ? 13.6 7.1
30年以上 ???? ? ? 17.0 8.2
HbA1c値 7.0%未満 ???? ? ? 16.8 7.9
7.0%以上 ???? ? ? 15.4 8.1
合併症の有無 あり ???? ? ? 16.9 7.8
なし ???? ? ? 14.8 8.3
フットケア指導の有無 あり ???? ? ? 16.9±8.8
なし ???? ? 15.3±7.4
喫煙の有無 あり ?????? ? 15.0±7.4











項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ あり ???? ? ? 17.5 7.1
なし ???? ? ? 14.7 8.6
冷感（自覚） あり ???? ? ? 15.1 7.2
なし ???? ? ? 16.4 8.4
冷感（他覚） あり ???? ? ? 16.4±8.4
なし ???? ? 15.7±7.8
振動覚 正常群 ?????? ? 17.1±8.2







項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 11.9±6.9
高得点群 ?????? ? 20.9±6.3
?????? ?
?? ????
表 3 － 3．男性における食事のセルフケア行動とフットケアの自己効力感との関連
? 31?
???????????18? 1??2019
表 4 － 1．女性における食事のセルフケア行動と基本属性との関連







項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 19.8±10.4
65～74歳 ?????? ? 23.9±????
75歳以上 ?????? ? 22.9±12.1
??? 低体重 ????? ? 25.0±???
標準体重 ?????? ? 24.1±11.5
肥満 ?????? ? 20.3±10.3
糖尿病罹病期間 10年未満 ?????? ? 21.3±11.9
10～19年 ?????? ? 18.6±???
20～29年 ?????? ? 27.0±10.8
30年以上 ????? ? 24.5±???
HbA1c値 7.0%未満 ?????? ? 19.7±11.4
7.0%以上 ?????? ? 23.5±10.1
合併症の有無 あり ?????? ? 22.6±10.1
なし ?????? ? 21.7±11.4
フットケア指導の有無 あり ?????? ? 28.2±???
なし ?????? ? 16.0±???
喫煙の有無 あり ????? ? 15.6±13.1











項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 21.5±11.6
なし ?????? ? 22.8±???
冷感（自覚） あり ?????? ? 22.7±11.5
なし ?????? ? 21.8±10.0
冷感（他覚） あり ?????? ? 24.0±10.2
なし ?????? ? 20.7±19.1
振動覚 正常群 ?????? ? 21.3±???








項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 19.0±10.7








項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ??? ? 19.8±10.4
65～74歳 ?????? ? 23.9±????
75歳以上 ?????? ? 22.9±12.1
??? 低体重 ??? ? 25.0±???
標準体重 ?????? ? 24.1±11.5
肥満 ?????? ? 20.3±10.3
糖尿病罹病期間 10年未満 ??? ? 21.3±11.9
10～19年 ??? ? 18.6±???
20～29年 ?????? ? 27.0±10.8
30年以上 ????? ? 24.5±???
HbA1c値 7.0%未満 ?????? ? 19.7±11.4
7.0%以上 ?????? ? 23.5±10.1
合併症の有無 あり ?????? ? 22.6±10.1
なし ?????? ? 21.7±11.4
フットケア指導の有無 あり ?????? ? 28.2±???
なし ?????? ? 16.0±???
喫煙の有無 あり ????? ? 15.6±13.1











項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 21.5±11.6
なし ?????? ? 22.8±???
冷感（自覚） あり ?????? ? 22.7±11.5
なし ?????? ? 21.8±10.0
冷感（他覚） あり ?????? ? 24.0±10.2
なし ?????? ? 20.7±19.1
振動覚 正常群 ?????? ? 21.3±???








項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 19.0±10.7








項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ? ? ? 19.8 0.4
65～74歳 ? ? ? 3.9 ????
75歳以上 ?????? ? 22.9± 2.1
??? 低体重 ? ? ? 25.0 ?
標準体重 ? ? ? 4.1 1.5
肥満 ? ? ? ? 0.3 10.3
糖尿病罹病期間 10年 ? ? ? 21.3 .9
10～19年 ? ? ? 18.6 ???
20～29年 ?????? ? 27.0±10.8
30年以上 ????? ? 24.5±???
HbA1c値 7.0%未満 ?????? ? 19.7±11.4
7.0%以上 ?????? ? 23.5±10.1
合併症の有無 あり ?????? ? 22.6±10.1
なし ?????? ? 21.7±11.4
フットケア指導の有無 あり ?????? ? 28.2±???
なし ?????? 16.0±???
喫煙の有無 あり ????? ? 15.6±13.1











項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ あり ?????? ? 21.5±11.6
なし ?????? ? 22.8±???
冷感（自覚） あり ?????? ? 22.7±11.5
なし ?????? ? 21.8±10.0
冷感（他 ） あり ?????? ? 24.0±10.2
なし ?????? 20.7±19.1
振動覚 正常群 ?????? ? 21.3±???








項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 19.0±10.7
高得点群 ?????? ? 24.5±10.0
?? ??
表 4 － 3．女性 事のセルフケア行動とフットケアの自己効力感との関連
? 32?
??? 2??????????????
表 5 － 1．女性における食事のセルフケア行動と基本属性との関連









項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 3.1±3.2
65～74歳 ?????? ? 3.8±5.3
75歳以上 ?????? ? 5.0±5.9
??? 低体重 ????? ? 7.3±7.0
標準体重 ?????? ? 4.7±5.8
肥満 ?????? ? 3.0±3.6
糖尿病罹病期間 10年未満 ?????? ? 2.7±4.8
10～19年 ?????? ? 4.8±5.4
20～29年 ?????? ? 5.0±4.5
30年以上 ????? ? 4.0±5.5
HbA1c値 7.0%未満 ?????? ? 3.4±5.1
7.0%以上 ?????? ? 4.3±4.9
合併症の有無 あり ?????? ? 4.3±5.3
なし ?????? ? 3.7±4.6
フットケア指導の有無 あり ?????? ? 4.2±5.4
なし ?????? ? 3.8±4.4
喫煙の有無 あり ????? ? 5.4±6.3










項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 3.5±5.2
なし ?????? ? 4.5±4.7
冷感（自覚） あり ?????? ? 4.1±5.5
なし ?????? ? 4.0±4.5
冷感（他覚） あり ?????? ? 5.4±5.2
なし ?????? ? 2.8±4.4
振動覚 正常群 ?????? ? 3.8±5.0








項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 3.1±3.9










項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 3.1±3.2
65～74歳 ?????? ? 3.8±5.3
75歳以上 ?????? ? 5.0±5.9
??? 低体重 ????? ? 7.3±7.0
標準体重 ?????? ? 4.7±5.8
肥満 ?????? ? 3.0±3.6
糖尿病罹病期間 10年未満 ??? ?? ? 2.7±4.8
10～19年 ?????? ? 4.8±5.4
20～29年 ?????? ? 5.0±4.5
30年以上 ????? ? 4.0±5.5
HbA1c値 7.0%未満 ?????? ? 3.4±5.1
7.0%以上 ?????? ? 4.3±4.9
合併症の有無 あり ?????? ? 4.3±5.3
なし ?????? ? 3.7±4.6
フットケア指導の有無 あり ?????? ? 4.2±5.4
なし ?????? ? 3.8±4.4
喫煙の有無 あり ????? ? 5.4±6.3










項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 3.5±5.2
なし ?????? ? 4.5±4.7
冷感（自覚） あり ?????? ? 4.1±5.5
なし ?????? ? 4.0±4.5
冷感（他覚） あり ?????? ? 5.4±5.2
なし ?????? ? 2.8±4.4
振動覚 正常群 ?????? ? 3.8±5.0








項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 3.1±3.9









項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 3.1±3.2
65～74歳 ?????? ? 3.8 5.3
75歳以上 ?????? ? 5.0 5.9
??? 低体重 ????? ? 7.3±7.0
標準体重 ?????? ? 4.7±5.8
肥満 ?????? ? 3.0 3.6
糖尿病罹病期間 10年未満 ????? ? 2.7±4.8
10～19年 ?????? ? 4.8 5.4
20～29年 ?????? ? 5.0 4.5
30年以上 ????? ? 4.0±5.5
HbA1c値 7.0%未満 ?????? ? 3.4 5.1
7.0%以上 ?????? ? 4.3±4.9
合併症の有無 あり ?????? ? 4.3±5.3
なし ?????? ? 3.7±4.6
フットケア指導の有無 あり ?????? ? 4.2±5.4
なし ?????? ? 3.8±4.4
喫煙の有無 あり ????? ? 5.4±6.3










項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 3.5 5.2
なし ?????? ? 4.5±4.7
冷感（自覚） あり ?????? ? 4.1±5.5
なし ?????? ? 4.0±4.5
冷感（他覚） あり ?????? ? 5.4±5.2
なし ?????? ? 2.8±4.4
振動覚 正常群 ?????? ? 3.8±5.0








項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 3.1±3.9
高得点群 ?????? ? 4.6±5.5
?? ??
表 5 － 3 女 る食事のセルフケア行動とフットケアの自己効力感との関連
? 33?
???????????18? 1??2019
表 6 － 1．女性における食事のセルフケア行動と基本属性との関連







項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 20.5±???
65～74歳 ?????? ? 19.5±???
75歳以上 ?????? ? 18.8±10.8
??? 低体重 ????? ? 16.7±10.6
標準体重 ?????? ? 21.7±11.2
肥満 ?????? ? 18.3±???
糖尿病罹病期間 10年未満 ?????? ? 20.7±10.1
10～19年 ?????? ? 19.4±10.5
20～29年 ?????? ? 19.5±???
30年以上 ????? ? 16.0±???
HbA1c値 7.0%未満 ?????? ? 18.2±???
7.0%以上 ?????? ? 20.3±10.0
合併症の有無 あり ?????? ? 20.3±???
なし ?????? ? 18.7±???
フットケア指導の有無 あり ?????? ? 23.1±10.3
なし ?????? ? 15.9±???
喫煙の有無 あり ????? ? 17.2±???












項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 18.5±11.0
なし ?????? ? 20.5±???
冷感（自覚） あり ?????? ? 18.8±11.1
なし ?????? ? 20.2±???
冷感（他覚） あり ?????? ? 17.6±11.3
なし ?????? ? 21.3±???
振動覚 正常群 ?????? ? 21.4±???






項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 13.4±6.6










項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 20.5±???
65～74歳 ?????? ? 19.5±???
75歳以上 ?????? ? 18.8±10.8
??? 低体重 ????? ? 16.7±10.6
標準体重 ?????? ? 21.7±11.2
肥満 ?????? ? 18.3±???
糖尿病罹病期間 10 未満 ?????? ? 20.7±10.1
10～19年 ?????? ? 19.4±10.5
20～29年 ?????? ? 19.5±???
30年以上 ????? ? 16.0±???
HbA1c値 7.0%未満 ?????? ? 18.2±???
7.0%以上 ?????? ? 20.3±10.0
合併症の有無 あり ?????? ? 20.3±???
なし ?????? ? 18.7±???
フットケア指導の有無 あり ?????? ? 23.1±10.3
なし ?????? ? 15.9±???
喫煙の有無 あり ????? ? 17.2±???












項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 18.5±11.0
なし ?????? ? 20.5±???
冷感（自覚） あり ?????? ? 18.8±11.1
なし ?????? ? 20.2±???
冷感（他覚） あり ?????? ? 17.6±11.3
なし ?????? ? 21.3±???
振動覚 正常群 ?????? ? 21.4±???






項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 13.4±6.6










項目 カテゴリー 人数(%) 平均±標準偏差 p値
年齢 65歳未満 ?????? ? 20.5±???
65～74歳 ?????? ? 19.5±???
75歳以上 ?????? ? 18.8±10.8
??? 低体重 ????? ? 16.7±10.6
標準体重 ?????? ? 21.7±11.2
肥満 ?????? ? 18.3±???
糖尿病罹病期間 10年未満 ?????? ? 20.7±10.1
10～19年 ?????? ? 19.4±10.5
20～29年 ?????? ? 19.5±???
30年以上 ????? ? 16.0±???
HbA1c値 7.0%未満 ?????? ? 18.2±???
7.0%以上 ?????? ? 20.3±10.0
合併症の有無 あり ?????? ? 20.3±???
なし ?????? ? 18.7±???
フットケア指導の有無 あり ?????? ? 23.1±10.3
なし ?????? ? 15.9±???
喫煙の有無 あり ????? ? 17.2±???












項目 カテゴリー 人数(%) 平均±標準偏差 p値
しびれ感 あり ?????? ? 18.5±11.0
なし ?????? ? 20.5±???
冷感（自覚） あり ?????? ? 18.8±11.1
なし ?????? ? 20. ±???
冷感（他覚） あり ?????? ? 17.6±11.3
なし ?????? ? 21.3±???
振動覚 正常群 ?????? ? 21.4±???






項目 カテゴリー 人数(%) 平均±標準偏差 p値
フットケアの自己効力感 低得点群 ?????? ? 13.4±6.6
高得点群 ?????? ? 23.9±9.2
?????? ?
?? ????
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Factors related to self-care behaviors in type 2 diabetes patients 
of each sex
 － Focus on leg condition and foot care self-efficacy －
Kayoko MAEDA1), Takashi SHIGENO2), Mizuho II2), Toshiaki UMEMURA2), 
Masako WAKABAYASHI2), Tomomi YASUDA2) 
1） Saiseikai Toyama Hospital
2） Deparment of Aduli Nursing2,Graduate School of Medicine and Pharmaceutical Science for
　 education,University of Toyama
Abstract
　The aim of this study was to investigate factors related to diet, exercise, and foot care self-care 
behaviors in each sex with a focus on leg condition and foot care self-efficacy. The subjects were 69 men 
and 41 women. The survey items were basic attributes, leg condition, foot care self-efficacy, and self-
care behaviors. The results showed that for men whether or not foot care guidance was received and foot 
care self-efficacy were related to diet self-care behaviors, and foot care self-efficacy was related to foot 
care self-care behaviors. For women, whether or not foot care guidance was received was related to diet 
self-care behaviors, and whether or not foot care guidance was received and foot care self-efficacy were 
related to foot care self-care behaviors.
　There is a possibility that effects are seen in guidance with consideration of sex, and so it is necessary 
to provide support for behaviors to raise self-efficacy by proposing specific self-care content in men and 
continuous foot care guidance in women.
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??????? 5280?7? 7387.3 RLU??????
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?????? =0.01??????????????
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Survey of surface cleanliness by adenosine triphosphate 
bioluminescence in the nursing facilities for the elder people
 － The effects of the experimental cleaning procedures －
Kazumi MIYAGI1,2), Miho YOSHII3), Masahiko KANAMORI2) 
1) Department of Social Welfare, Toyama College of Welfare Science, Toyama, Japan
2) Department of Human Science, Faculty of Medicine, University of Toyama, Japan 
3) Department of Fundamental Nursing, Faculty of Medicine, University of Toyama, Japan
Abstract
　We investigated the surface cleanliness of the tables and chairs in the nursing facilities for the elder 
people by the method of adenosine triphosphate (ATP) bioluminescence. The cleaning effects were 
analyzed about the experimental cleaning procedures, such as cleaning method (wet, wet and dry, or 
dry), cleaning direction (horizontally, vertically, or roundly), cleaning pressures (strong or weak). As a 
result, wet-wiping up with strong pressure was the best way to clean the surface of the table (p<0.01), 
even if any direction. Moreover, dry-wiping with weak pressure was also effective (p<0.05). To clean the 
surface of the chair, the combination of wet and dry-wiping was the most effective (p<0.005). Strong 
wiping or rounded wiping were also effective (p<0.01). The cleaning procedures will be discussed about 
the cleaning objects in the nursing facilities for the elder people now.
Keywords






























































































































































2 中山佳美 ICU に緊急入室した気管切開後の患者が希望を見出すための看護介入〜モースの「病気体験の理論」を用いて〜 事例研究 患者 2014
3 大石初巳他 高齢下麻身麻痺患者の在宅支援を試みて−機能的自立度評価法を用いて− 事例研究 患者 2008





インタビュー M-GTA ホームヘルパー 2006
6 前川美恵子他 外来通院透析患者の QOL 向上の援助〜 KOMI チャートシステムを使用して〜 事例研究 患者 2005




9 荒木さおり他 一般病院に勤務する認知症看護認定看護師の認知症高齢者に対する専門的実践活動 半構成的インタビュー 認知症看護師 CN 2016
10 野込真由美他 手術適応外のために定位放射線療法を受ける高齢肺がん患者の体験 半構造化面接 患者 2016
11 天木伸子他 一般病院で入院治療する認知症高齢者への看護実践における認知症看護認定看護師の判断
ガイドによるインタ
ビュー 認知症看護師 CN 2015
12 兵藤絵美 母子同室入院における効果的な援助　ダウン症児をもつ母親との関わりを通して 事例研究 患者 2013
13 樋口夢子 KOMI 理論の視点から褥瘡予防を考える 介入研究 患者 2012






16 藤原将希 快の刺激による健康な力の活用と増進 事例研究 患者 2007
17 石井亜希 調理活動によって引き出される痴呆高齢者の持てる力の構造 - ビデオレコーダーによる分析から - 事例研究 患者 2013





















































番号 著者 タイトル 研究方法 研究対象 出版年
19 徳原典子他 急性期病院に勤務する中堅看護師の実践と課題　生活援助に焦点をあてて 半構成的インタビュー 看護師 2017
20 山本真矢他 糖尿病合併症が進行した独居男性に対するその人のもてる力を生かしたセルフケア支援 事例研究 患者 2017
21 長岡さとみ他 介護老人保健施設における看護師の認知症高齢者ケア場面のとらえ方とケア行動の特徴 半構成的インタビュー 看護師 2013
22 田口真美子 がんターミナル期の患者の個別性に応じるための看護の視点 省察的質的記述的研究 看護過程 2012






25 花野典子 子育て支援の指針に関する研究　ある子育て支援に看護者として参加した活動を通して 省察的質的記述的研究 看護過程 2008
26 濱田淳子他 訪問看護師が感じた利用者の「もてる力」 半構成的インタビュー 訪問看護利用者 2010
27 石田佐織他 排泄支援を通して持てる力を見出す試み 事例研究 患者 2011



















































































































































































































































































































































































































































































































































































The literature review about "one's ability" that a nurse catches 
Kiwako Hirano1), Miyuki Nishitani 2) 
1） Toyama University Hospital, 
2） Graduate School of Medicine and Pharmaceutical Sciences, University of Toyama 
Abstract
　The purpose of this research is to do literature review and grasp the current state in order to make it 
clear how "one's ability" of people who are nursed are grasped at a clinical situation in Japan.
　I did key words search using a "the Japanese Central Review of Medicine" web edition as study method. 
Targets of the study were 28 literature which applies to the standard from among 127 searched ones, 
contents which mean "one's ability" were extracted and classified from the inside of these 28.
　As a result, it was possible to classify those into a category of 5 of [function], [will], [expression], [social 
power] and [role]. The contents of "one's ability" were classified into a category of [function] most, and it 
accounted for 30% of the whole. Furthermore, I found out that the degree of the perform to the best of 
"one's ability" depends on difficulty a nurse predicts. From now on, it is necessary to make the feature to 
ascertain "one's ability" of people who are grasped by nurse clear.
Keywords




第 19 回? 富山大学看護学会学術集会?
テーマ? 「漢方の恵みと看護」
学術集会長? ? 金森? 昌彦? ? 富山大学大学院医学薬学研究部(医学)人間科学 1 講座 
開催日? ? 2018 年 12 月 8 日（土） 
会場? ? 富山大学? 医薬イノベーションセンター1 階 日医工オーディトリアム 
学術集会日程 
開会挨拶? ・・・・・・・・・・・・・・・・・・・・・・・・ 13：00～13：05 
トピックス・・・・・・・・・・・・・・・・・・・・・・・・ 13：05～13：15 
特別講演? ・・・・・・・・・・・・・・・・・・・・・・・・ 13：15～14：15 
休? ? 憩（示説閲覧）・・・・・・・・・・・・・・・・・・・   14：15～14：45 
一般演題（口演）・・・・・・・・・・・・・・・・・・・・・?  14：45～15：15 
会長講演? ・・・・・・・・・・・・・・・・・・・・・・・・ 15：15～15：35 
閉会挨拶? ・・・・・・・・・・・・・・・・・・・・・・・・ 15：35 
＜参加者へのお願い＞ 
1. 参加者の皆様へ
? 受付は会場入口で 12 時 30 分から開始します．参加費（一般参加費・抄録代含む 2,000 円，抄録集の
み 500 円，学生参加費無料（大学院生を除く））をご納入下さい．領収書が必要な方はその旨お申し付け
下さい．なお，一般演題口演者は本学会会員に限ります（連名者はこの限りではありません）．当日受付
で入会手続きをしておりますので非学会員の方はこの機会にご入会下さい．年会費 3,000 円です． 
2. 一般演題の口演者の方へ
? 演題受付は会場入口で 12 時 30 分から開始します．プレゼンテーションファイルを受付にご提出いた
だき，12 時 50 分までに会場 PC にて試写をしてください．できるだけ早めに受付及び試写をお願い致し
ます． 
発表時間 10 分（発表 7 分・質疑応答 3 分）です．6 分で 1 回，7 分で 2 回ベルを鳴らします．時間
厳守でお願いします．ご発表セッション開始前に次演者席にお着き下さい． 
3. 座長の方へ
? 一般演題の発表時間は 10 分（発表 7 分・質疑応答 3 分）です．6 分で 1 回，7 分で 2 回ベルを鳴ら
しますので時間厳守での進行をお願いします．ご担当セッション開始前に次座長席にお着き下さい． 
4. 学会員・評議員の方へ






◆開? ? 場（  12：30  ）?
◆開会挨拶（  13：00 ～ 13：05  ） 第 19 回学術集会長? ? 金森? 昌彦 
◆トピックス  （  13：05 ～ 13：15  ） 座長 金森? 昌彦 
  看護師のための漢方薬周辺知識? ? 共催：株式会社ツムラ 高橋? 克也 
◆特別講演（  13：15 ～ 14：15  ） 座長 八塚? 美樹 
看護に役立つ漢方の知識 
講師? 嶋田? 豊? 先生 
富山大学大学院医学薬学研究部? 和漢診療学講座? 教授 
◆休? ? 憩 （  14：15 ～ 14：45  ）? 一般演題・示説 
1）足趾力強化トレーニングの効果
長谷? 奈緒美 1，鷲塚? 寛子 2，金森? 昌彦 1 







梅村? 俊彰，八塚? 美樹，金森? 昌彦
富山大学大学院医学薬学研究部
4）Primary Health Service for Community-dwelling Older People in Indonesia
Andi Masyitha Irwan PhD., RN.




5）Effects of Zizyphus Jujuba on the degranulation in allergic reaction
Yohei Mitsuhashi1, Tatsuo Katagiri2, Tadashi Aradate3, Masahiko Kanamori4
1 Dept. Radiological Sciences, University of Toyama, Toyama, JAPAN
2 Dept. Biology, University of Toyama, Toyama, JAPAN
3 Dept. Medical Biology, University of Toyama, Toyama, JAPAN
4 Dept. Human Science 1, University of Toyama, Toyama, JAPAN
◆一般演題・口演（  14：45 ～ 15：15  ） 座長? ? 安田? 智美 
1）精神看護学臨地実習における学生の援助的コミュニケーションスキルに関する質
的内容分析









梅村? 俊彰 1，吉崎? 純夫 2
1富山大学大学院医学薬学研究部（成人看護学 2 講座）
2平成医療短期大学? 成人看護学領域
◆会長講演（  15：15 ～ 15：35  ） 座長 西谷? 美幸 
漢方食材として考える－北陸路に棗ありて－ 
金森? 昌彦 先生 
富山大学大学院医学薬学研究部? 人間科学 1 講座? 教授 
    指定発言 ナック・ケイ・エス? （株） 海道? 洋子 
◆閉会挨拶（  15：35  ） 第 19 回学術集会実行委員長? ? 西谷? 美幸 
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て調べ，ガイドライン発表前の 2013 年 6～9 月（前
期）と発表後の 2015 年 1～4 月（後期）を比較し
たところ，ディスペプシアを主訴として来院した
初診患者のうち内視鏡で器質的疾患が見られな















































dose-dependent GH-releasing activity [8, 9]. Ghrelin,
which is predominantly secreted by gastric endocrine cells,
stimulates food intake and triggers a positive energy bal-
ance through a central mechanism involving hypothalamic
neuropeptides [10–12]. In our previous study, we reported
that intravenous administration of ghrelin enhanced oral
feeding and was effective against weight loss after total
gastrectomy [13] and esophagectomy [14] in cancer
patients.
Recently, it has been reported that rikkunshito, one of
the traditional Japanese medicines, increased the plasma
acylated ghrelin level in healthy volunteers and in normal
mice [15]. In rats, a flavonoid in rikkunshito suppressed
cisplatin-induced decreases in the plasma acylated ghrelin
level and increased food intake mediated by 5-HT2B/2C
receptors [16]. In general, rikkunshito is used to treat
various gastrointestinal tract disorders such as functional
dyspepsia (FD) [17, 18], gastro-esophageal reflux [19, 20],
dyspeptic symptoms of post-gastrointestinal surgery [21,
22], and chemotherapy-induced nausea [23]. In animal
experiments, rikkunshito is reported to ameliorate gastric
distension via a nitric oxide-mediated pathway, and it has
also been shown to improve delayed gastric emptying [24].
These results indicate that rikkunshito may decrease post-
operative symptoms after gastrectomy. To tackle these
issues, we conducted a prospective observational study in
patients with gastric cancer after they had undergone lap-
aroscopy-assisted gastrectomy. The aim of this study was
to investigate the effect of rikkunshito on postoperative




Patients with histologically confirmed gastric cancer who
had undergone gastrectomy and lymph node dissection
with curative intent were eligible for participation in the
study. Further criteria were: enrollment 6 months to
5 years following the surgery, ability to take solid foods,
Eastern Cooperative Oncology Group performance status
(PS) of B1, age between 20 and 80 years, and adequate
function of major organs. Patients were excluded from the
study if they were pregnant or desired to become pregnant,
undergoing chemotherapy, burdened with other active
malignancy, or otherwise considered to be ineligible by
the investigator. The study protocol was approved by the
Human Ethics Review Committee of Osaka University
School of Medicine. A signed consent form was obtained
from each enrolled patient before study entry in accordance
with the Declaration of Helsinki. This study was registered
in the University Hospital Medical Information Network
(UMIN R000006959).
Following gastrectomy, prominent postoperative symp-
toms and complaints tend to resolve naturally after the first
6 months. Our previous randomized study comparing
dysfunction after Billroth I and Roux-en-Y reconstruction
after distal gastrectomy actually revealed little difference
in QoL scores and Dysfunction After Upper Gastrointes-
tinal Surgery for Cancer (DAUGS) scores between the
treatment arms after the first 6 months [25]. In order to
explicitly evaluate the value of rikkunshito, therefore, all
patients in the present study were recruited more than
6 months after the surgery, when various symptoms due to
the gastrectomy would have more or less stabilized.
Rikkunshito administration
The study protocol is summarized in Fig. 1. Rikkunshito,
which was obtained from Tsumura (Tokyo, Japan), has 8
main constituents: Glycyrrhizae radix (4.7 %), Zingiberis
rhizoma (2.3 %), Atractylodis lanceae rhizoma (18.6 %),
Zizyphi fructus (9.3 %), Aurantii nobilis pericarpium
(9.3 %), Ginseng radix (18.6 %), Pinelliae tuber (18.6 %),
and Hoelen (18.6 %). More detailed descriptions of all the
substances that are known to be included in rikkunshito are
found in a previous report [26]. Patients who had under-
gone gastrectomy invariably received 2.5 g of rikkunshito
before each meal (7.5 g/day) for 4 weeks. After this
administration period, the drug was withdrawn for the next
4 weeks.
Assessment of gastrointestinal symptoms, appetite,
and QoL after gastrectomy
To evaluate gastrointestinal symptoms after the surgical
resection of gastric cancer, we used the DAUGS scoring
system [27]. Patients rated items related to postoperative



















Fig. 1 Study protocol. DAUGS Dysfunction After Upper Gastroin-
testinal Surgery for Cancer, EORTC European Organization for
Research and Treatment of Cancer, QOL quality of life
168 S. Takiguchi et al.
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Ratio of acyl-/total ghrelin concentration and plasma
acyl- and desacyl-ghrelin concentration
Figure 2 shows serial changes in the ratio of the acyl-/total
ghrelin concentration after rikkunshito administration. The
mean ratio of the acyl-/total ghrelin concentration increased
significantly after rikkunshito administration (Pre: 7.8 ±
2.1, 4 weeks: 10.5 ± 1.7 %, p = 0.0026). Four weeks after
the drug withdrawal, the mean ratio of the acyl-/total ghrelin
concentration had decreased significantly (4 weeks: 10.5 ±
1.7, 8 weeks: 7.6 ± 2.3 %, p = 0.0015). Table 3 shows
the serial changes in plasma ghrelin concentrations. The
administration and withdrawal of rikkunshito had no sig-
nificant influence on the concentrations of acyl- and desacyl-
ghrelin. Although the difference did not reach statistical
significance, the mean ratio of the acyl-/total ghrelin con-
centration was higher after rikkunshito administration in the
patients who had undergone distal gastrectomy (Pre: 7.6 ±
3.4, 4 weeks: 10.0 ± 2.3 %, p = 0.075). In the patients who
had undergone total gastrectomy, the mean ratio of the acyl-/
total ghrelin concentration was significantly increased after
rikkunshito administration (Pre: 6.8 ± 2.2, 4 weeks: 9.8 ±
2.4 %, p = 0.011). After the drug withdrawal, the mean
ratio of the acyl-/total ghrelin concentration decreased
significantly in all the patients (those who had had distal
gastrectomy: 4 weeks: 10.0 ± 2.3, 8 weeks: 8.2 ± 3.4 %,
p = 0.049; those who had had total gastrectomy: 4 weeks:
9.8 ± 2.4, 8 weeks: 6.8 ± 2.8 %, p = 0.009, respectively).
Effect of rikkunshito on DAUGS score, appetite,
and QoL
The VAS scores and DAUGS scores are presented in
Fig. 3. The VAS scores were significantly increased after
Table 1 Patients’ characteristics
n 25
Age (years) 61.9 ± 10.9
Gender (male/female) 16/9
BMI (kg/m2) 21.0 ± 2.7
Operative procedure (LADG/LATG) 17/8
Reconstruction (B-I/R-Y) 15/10
Postoperative days (days) 890 ± 578
p-Stage (I/II/III/IV) 24/1/0/0
Values are mean ± SD
LADG laparoscopy-assisted distal gastrectomy, LATG laparoscopy-
assisted total gastrectomy, BMI body mass index, B-I/R-Y Bismuth-I/
Roux-en-Y
Table 2 Results of laboratory tests, tests of nutritional status, and
hormonal assays
Pre 4 Weeks 8 Weeks
Hemoglobin (g/dl) 11.2 ± 0.8 11.5 ± 1.3 11.3 ± 1.1
Albumin (g/dl) 4.0 ± 0.4 3.9 ± 0.3 3.8 ± 0.3
Lymphocytes (/ll) 1580 ± 400 1780 ± 580 1620 ± 430
Cholinesterase (IU/l) 274 ± 81 275 ± 84 266 ± 74
Triglyceride (mg/dl) 102 ± 58 92 ± 42 98 ± 31
Total cholesterol (mg/dl) 197 ± 28 198 ± 27 202 ± 30
Rapid turnover proteins
Pre-albumin (mg/dl) 26.5 ± 7.3 26.8 ± 7.8 25.8 ± 6.4
Retinol binding protein
(mg/dl)
4.3 ± 1.2 4.3 ± 1.2 4.1 ± 1.1




1.8 ± 1.6 1.6 ± 0.8 1.7 ± 0.9
Leptin (ng/ml) 2.8 ± 1.8 2.5 ± 1.5 2.6 ± 1.4
Insulin-like growth factor-1 (ng/ml)
Insulin (lIU/ml) 6.4 ± 3.2 7.2 ± 4.1 6.8 ± 4.3









Pre 4 weeks 8 weeks
(%)
* †
Paired t test, Pre vs. 4 weeks *p=0.0026, 
4 weeks vs. 8 weeks, †p=0.0015
Fig. 2 Serial changes in the ratios of acyl-/total ghrelin concentra-
tion. Error bars represent SDs
Table 3 Plasma ghrelin concentrations before and after rikkunshito
administration
Pre 4 Weeks 8 Weeks
LADG
Acyl-ghrelin (fmol/ml) 5.0 ± 2.8 5.7 ± 2.2 4.9 ± 2.4
Desacyl-ghrelin
(fmol/ml)
60.8 ± 34.5 51.2 ± 35.1 53.9 ± 29.8
Acyl-/total ghrelin (%) 7.6 ± 3.4 10.0 ± 2.3 8.2 ± 3.4
LATG
Acyl-ghrelin (fmol/ml) 0.89 ± 0.49 1.1 ± 0.60 0.74 ± 0.42
Desacyl-ghrelin
(fmol/ml)
12.3 ± 3.1 10.1 ± 3.8 12.4 ± 3.5
Acyl-/total ghrelin (%) 6.8 ± 2.2 9.8 ± 2.4* 6.3 ± 2.8
Values are mean ± SD
* Paired t-test, p\ 0.05; Pre versus 4 weeks,  p\ 0.05; 4 weeks
versus 8 weeks
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Figure 2 shows serial changes in the ratio of the acyl-/total
ghrelin concentration after rikkunshito administration. The
mean ratio of the acyl-/total ghrelin concentration increased
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the drug withdrawal, the mean ratio of the acyl-/total ghrelin
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Operative procedure (LADG/LATG) 17/8
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Postoperative days (days) 890 ± 578
p-Stage (I/II/III/IV) 24/1/0/0
Values are mean ± SD
LADG laparoscopy-assisted distal gastrectomy, LATG laparoscopy-
assisted total gastrectomy, BMI body mass index, B-I/R-Y Bismuth-I/
Roux-en-Y
Table 2 Results of laboratory tests, tests of nutritional status, and
hormonal assays
Pre 4 Weeks 8 Weeks
Hemoglobin (g/dl) 11.2 ± 0.8 11.5 ± 1.3 11.3 ± 1.1
Albumin (g/dl) 4.0 ± 0.4 3.9 ± 0.3 3.8 ± 0.3
Lymphocytes (/ll) 1580 ± 400 1780 ± 580 1620 ± 430
Cholinesterase (IU/l) 274 ± 81 275 ± 84 266 ± 74
Triglyceride (mg/dl) 102 ± 58 92 ± 42 98 ± 31
Total cholesterol (mg/dl) 197 ± 28 198 ± 27 202 ± 30
Rapid turnover proteins
Pre-albumin (mg/dl) 26.5 ± 7.3 26.8 ± 7.8 25.8 ± 6.4
Retinol binding protein
(mg/dl)
4.3 ± 1.2 4.3 ± 1.2 4.1 ± 1.1




1.8 ± 1.6 1.6 ± 0.8 1.7 ± 0.9
Leptin (ng/ml) 2.8 ± 1.8 2.5 ± 1.5 2.6 ± 1.4
Insulin-like growth factor-1 (ng/ml)
Insulin (lIU/ml) 6.4 ± 3.2 7.2 ± 4.1 6.8 ± 4.3
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Paired t test, Pre vs. 4 weeks *p=0.0026, 
4 weeks vs. 8 weeks, †p=0.0015
Fig. 2 Serial changes in the ratios of acyl-/total ghrelin concentra-
tion. Error bars represent SDs
Table 3 Plasma ghrelin concentrations before and after rikkunshito
administration
Pre 4 Weeks 8 Weeks
LADG
Acyl-ghrelin (fmol/ml) 5.0 ± 2.8 5.7 ± 2.2 4.9 ± 2.4
Desacyl-ghrelin
(fmol/ml)
60.8 ± 34.5 51.2 ± 35.1 53.9 ± 29.8
Acyl-/total ghrelin (%) 7.6 ± 3.4 10.0 ± 2.3 8.2 ± 3.4
LATG
Acyl-ghrelin (fmol/ml) 0.89 ± 0.49 1.1 ± 0.60 0.74 ± 0.42
Desacyl-ghrelin
(fmol/ml)
12.3 ± 3.1 10.1 ± 3.8 12.4 ± 3.5
Acyl-/total ghrelin (%) 6.8 ± 2.2 9.8 ± 2.4* 6.3 ± 2.8
Values are mean ± SD
* Paired t-test, p\ 0.05; Pre versus 4 weeks,  p\ 0.05; 4 weeks
versus 8 weeks
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Ratio of acyl-/total ghrelin concentration and plasma
acyl- and desacyl-ghrelin concentration
Figure 2 shows serial changes in the ratio of the acyl-/total
ghrelin concentration after rikkunshito administration. The
mean ratio of the acyl-/total ghrelin concentration increased
significantly after rikkunshito administration (Pre: 7.8 ±
2.1, 4 weeks: 10.5 ± 1.7 %, p = 0.0026). Four weeks after
the drug withdrawal, the mean ratio of the acyl-/total ghrelin
concentration had decreased significantly (4 weeks: 10.5 ±
1.7, 8 weeks: 7.6 ± 2.3 %, p = 0.0015). Table 3 shows
the serial changes in plasma ghrelin concentrations. The
administration and withdrawal of rikkunshito had no sig-
nificant influence on the concentrations of acyl- and desacyl-
ghrelin. Although the difference did not reach statistical
significance, the mean ratio of the acyl-/total ghrelin con-
centration was higher after rikkunshito administration in the
patients who had undergone distal gastrectomy (Pre: 7.6 ±
3.4, 4 weeks: 10.0 ± 2.3 %, p = 0.075). In the patients who
had undergone total gastrectomy, the mean ratio of the acyl-/
total ghrelin concentration was significantly increased after
rikkunshito administration (Pre: 6.8 ± 2.2, 4 weeks: 9.8 ±
2.4 %, p = 0.011). After the drug withdrawal, the mean
ratio of the acyl-/total ghrelin concentration decreased
significantly in all the patients (those who had had distal
gastrectomy: 4 weeks: 10.0 ± 2.3, 8 weeks: 8.2 ± 3.4 %,
p = 0.049; those who had had total gastrectomy: 4 weeks:
9.8 ± 2.4, 8 weeks: 6.8 ± 2.8 %, p = 0.009, respectively).
Effect of rikkunshito on DAUGS score, appetite,
and QoL
The VAS scores and DAUGS scores are presented in
Fig. 3. The VAS scores were significantly increased after
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the drug withdrawal, the mean ratio of the acyl-/total ghrelin
concentration had decreased significantly (4 weeks: 10.5 ±
1.7, 8 weeks: 7.6 ± 2.3 %, p = 0.0015). Table 3 shows
the serial changes in plasma ghrelin concentrations. The
administration and withdrawal of rikkunshito had no sig-
nificant influence on the concentrations of acyl- and desacyl-
ghrelin. Although the difference did not reach statistical
significance, the mean ratio of the acyl-/total ghrelin con-
centration was higher after rikkunshito administration in the
patients who had undergone distal gastrectomy (Pre: 7.6 ±
3.4, 4 weeks: 10.0 ± 2.3 %, p = 0.075). In the patients who
had undergone total gastrectomy, the mean ratio of the acyl-/
total ghrelin concentration was significantly increased after
rikkunshito administration (Pre: 6.8 ± 2.2, 4 weeks: 9.8 ±
2.4 %, p = 0.011). After the drug withdrawal, the mean
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acyl- and desacyl-ghrelin concentration
Figure 2 shows serial changes in the ratio of the acyl-/total
ghrelin concentration after rikkunshito administration. The
mean ratio of the acyl-/total ghrelin concentration increased
significantly after rikkunshito administration (Pre: 7.8 ±
2.1, 4 weeks: 10.5 ± 1.7 %, p = 0.0026). Four weeks after
the drug withdrawal, the mean ratio of the acyl-/total ghrelin
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responsible for some of the beneficial clinical effects
exerted by rikkunshito.
In the present study, however, the administration of
rikkunshito did not increase the ghrelin concentration per
se. The difference from the previous findings with healthy
volunteers could be attributed to gastrectomy, because
ghrelin is predominantly secreted by gastric endocrine
cells. In our previous study, a persistent decline of serum
ghrelin and body weight was commonly observed after
total gastrectomy [34]. In the present study, the plasma
ghrelin concentration was indeed higher in the patients who
had undergone distal gastrectomy than in those who had
undergone total gastrectomy. It is unlikely, therefore, that
rikkunshito attenuates post-gastrectomy symptoms through
eliciting ghrelin secretion from the stomach.
In contrast to the serum ghrelin findings, the ratio of the
acyl-/total ghrelin concentration increased significantly
after treatment with rikkunshito and declined 4 weeks after
the drug withdrawal. During metabolic processing, a frac-
tion of desacyl-ghrelin is acylated in position 3 (serine) to
form variants of acyl-ghrelin. Acyl-ghrelin displays dose-
dependent GH-releasing activity [8, 9], stimulates food
intake, triggers a positive energy balance [10–12], and is
considered to be the active form of ghrelin [11, 35–37].
Actually, several components of rikkunshito demonstrate
inhibitory activity against ghrelin desacylating enzymes





Fig. 4 Quality of life scores
before and after rikkunshito
administration. High scores for
global health status and
functional scales represents a
higher (‘‘better’’) level of
functioning, whereas a high
score for a symptom scale or
item represents a higher
(‘‘worse’’) level of symptoms
(see ‘‘Patients and methods’’).
Error bars represent SDs
Table 4 Associations between symptomatic improvement and acyl-








8.7 ± 0.37 8.5 ± 0.39 0.87
Total DAUGS 22.7 ± 8.9 23.5 ± 7.4 0.88
Limited
activity
0.60 ± 0.52 0.95 ± 0.79 0.24
Reflux
symptoms
0.47 ± 0.62 0.52 ± 0.55 0.85
Dumping
symptoms
1.30 ± 0.28 1.36 ± 0.27 0.87
Nausea and
vomiting




92.3 ± 7.6 89.4 ± 7.2 0.33
Values are mean ± SD
The DAUGS scoring system evaluates better function as a lower
score, while higher values indicate better status for appetite (VAS)
and physical functioning in the QLQ-30 (see ‘‘Patients and methods’’)
DAUGS Dysfunction After Upper Gastrointestinal Surgery for Can-
cer, VAS visual analog scale, QLQ-30 European Organization for
Research and Treatment of Cancer quality-of-life instrument for use
in international clinical trials in oncology
a Acyl-/total ghrelin after rikkunshito administration[9.8 %
b Acyl-/total ghrelin after rikkunshito administration\9.8 %
172 S. Takiguchi et al.
123
responsible for some of the beneficial clinical effects
exerted by rikkunshito.
In the present study, however, the administration of
rikkunshito did not increase the ghrelin concentration per
se. The difference from the previous findings with healthy
volunteers could be attributed to gastrectomy, because
ghrelin is predominantly secreted by gastric endocrine
cells. In our previous study, a persistent decline of serum
ghrelin and body weight was commonly observed after
total gastrectomy [34]. In the present study, the plasma
ghrelin concentration was indeed higher in the patients who
had undergone distal gastrectomy than in those who had
undergone total gastrectomy. It is unlikely, therefore, that
rikkunshito attenuates post-gastrectomy symptoms through
eliciting ghrelin secretion from the stomach.
In contrast to the serum ghrelin findings, the ratio of the
acyl-/total ghrelin concentration increased significantly
after treatment with rikkunshito and declined 4 weeks after
the drug withdrawal. During metabolic processing, a frac-
tion of desacyl-ghrelin is acylated in position 3 (serine) to
form variants of acyl-ghrelin. Acyl-ghrelin displays dose-
dependent GH-releasing activity [8, 9], stimulates food
intake, triggers a positive energy balance [10–12], and is
considered to be the active form of ghrelin [11, 35–37].
Actually, several components of rikkunshito demonstrate
inhibitory activity against ghrelin desacylating enzymes





Fig. 4 Quality of life scores
before and after rikkunshito
administration. High scores for
global health status and
functional scales represents a
higher (‘‘better’’) level of
functioning, whereas a high
score for a symptom scale or
item represents a higher
(‘‘worse’’) level of symptoms
(see ‘‘Patients and methods’’).
Error bars represent SDs
Table 4 Associations between symptomatic improvement and acyl-








8.7 ± 0.37 8.5 ± 0.39 0.87
Total DAUGS 22.7 ± 8.9 23.5 ± 7.4 0.88
Limited
activity
0.60 ± 0.52 0.95 ± 0.79 0.24
Reflux
symptoms
0.47 ± 0.62 0.52 ± 0.55 0.85
Dumping
symptoms
1.30 ± 0.28 1.36 ± 0.27 0.87
Nausea and
vomiting




92.3 ± 7.6 89.4 ± 7.2 0.33
Values are mean ± SD
The DAUGS scoring system evaluates better function as a lower
score, while higher values indicate better status for appetite (VAS)
and physical functioning in the QLQ-30 (see ‘‘Patients and methods’’)
DAUGS Dysfunction After Upper Gastrointestinal Surgery for Can-
cer, VAS visual analog scale, QLQ-30 European Organization for
Research and Treatment of Cancer quality-of-life instrument for use
in international clinical trials in oncology
a Acyl-/total ghrelin after rikkunshito administration[9.8 %
b Acyl-/total ghrelin after rikkunshito administration\9.8 %
172 S. Takiguchi et al.
123
rikkunshito administration and they decreased after the
drug withdrawal (Pre: 6.6 ± 1.9, 4 weeks: 8.6 ± 1.2
points, p\ 0.05; 8 weeks: 7.3 ± 1.1 points, p\ 0.05
compared with the score at 4 weeks). The total DAUGS
score and the scores reflecting limited activity due to
decreased food consumption, reflux symptoms, dumping
symptoms, and nausea and vomiting were significantly
improved after rikkunshito administration. Four weeks
after the drug withdrawal, the total DAUGS score and the
categories of limited activity due to decreased food
consumption and reflux symptoms had significantly
deteriorated.
The QLQ-C30 scores before rikkunshito administration,
after the administration, and after the drug withdrawal are
presented in Fig. 4. There were no significant differences
in the global health status scores. Among the functional
scales, patients scored better after rikkunshito administra-
tion and scored worse after the drug withdrawal regarding
physical functioning (Pre: 86 ± 11, 4 weeks: 96 ± 7,
p\ 0.01; 8 weeks: 86 ± 9, p\ 0.01). With respect to the
symptom scales and items, there were no significant
differences at any time points.
Association between symptomatic improvement
and acyl-/total ghrelin ratio
Table 4 lists the associations between symptomatic
improvement and the acyl-/total ghrelin ratio after
4 weeks’ rikkunshito administration. We divided the sub-
jects into high (n = 13) and low (n = 12) acyl-/total
ghrelin groups using a cut-off value of 9.8 %, representing
the ratio of acyl-/total ghrelin after 4 weeks’ rikkunshito
administration. However, there were no significant differ-
ences in the VAS appetite score, DAUGS score, or QoL
score between the two gr ups.
Discussion
Traditional Japanese medicines (Kampo) are widely pre-
scribed in Japan for patients with various gastrointestinal
symptoms, and rikkunshito is one of the most popular
Kampo medicines for these patients. Some clin cal studies
have reported that rikkunshito promotes r covery from
anorexia in patients with FD [17, 18, 30, 31] and gastro-
esophageal reflux disease (GERD) symptoms [19, 20, 32].
In another study conducted in patients with advanced
breast cancer, concomitant administration of rikkunshito
with antiemetics such as granisetron proved to be effective
against the anorexia and vomiting induced by anticancer
drugs [23]. In a recent report, rikkunshito administration
was shown to stimulate peripheral ghrelin secretion in rats
with anorexia induced by cisplatin or selective serotonin
reuptake inhibitors [16, 33]. Furthermore, oral adminis-
tration of rikkunshito was shown to stimulate t e secretion
of ghrelin from the stomach in healthy volunteers. Also, the
plasma acylated ghrelin concentration was shown to be
significantly increased after rikkunshito treatment [15].
Ghrelin stimulates food intake [9] and triggers a positive
energy balance through a central mechanism involving
hypothalamic neuropeptides [9–12]. Taken together, these
reports suggest that the induction of ghrelin could be
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Fig. 3 Appetite visual analog
scale (VAS) scores and DAUGS
scores before and after
rikkunshito administration.
Higher VAS values indicate a
better status for appetite, while
the DAUGS scoring system
evaluates better function as a
lower score (see ‘‘Patients and
methods’’). Error bars represent
SDs. GI gastrointestinal
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i the global health status scores. Among the functional
scales, patients scored better after rikkunshito administra-
tion and scored worse after the drug withdrawal regarding
physical functioning (Pre: 86 ± 11, 4 weeks: 96 ± 7,
p\ 0.01; 8 weeks: 86 ± 9, p\ 0.01). With respect to the
symptom scales and items, there were no significant
differences at any time points.
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and acyl-/total ghrelin ratio
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improvement and the acyl-/total ghrelin ratio after
4 weeks’ rikkunshito administration. We divided the sub-
jects into high (n = 13) and l w (n = 12) acyl-/total
ghrelin groups using a cut-off value of 9.8 %, representing
the ratio of acyl-/total ghrelin after 4 weeks’ rikkunshito
administration. However, there were no significant differ-
ences in the VAS appetite score, DAUGS score, or QoL
score between the tw groups.
Discussion
Traditional Japanese medicines (Kampo) are widely pre-
scrib d in Japan for patients with various gastrointestinal
symptoms, and rikkunshito is one of the most popular
Kampo medicines for these patients. Some clinical studies
have reported that rikkunshito promotes recovery from
anorexia in patients with FD [17, 18, 30, 31] and gastro-
esophageal reflux disease (GERD) symptoms [19, 20, 32].
In another study conducted in patients with advanced
breast cancer, concomitant administration of rikkunshito
with antiemetics such as granisetron proved to be effective
against the anorexia and vomiting induced by anticancer
drugs [23]. In a recent report, rikkunshito administration
was shown to stimulate peripheral ghrelin secretion in rats
with anorexia induced by cisplatin or selective serotonin
reuptake inhibitors [16, 33]. Furthermore, oral adminis-
tration of rikkunshito was shown to stimulate the secretion
of ghrelin from the stomach in healthy volunteers. Also, the
plasma acylated ghrelin concentration w s s own to be
significantly increased after rikkunshito treatment [15].
Ghrelin stimulates food intake [9] and triggers a positive
energy balance through a central mechanism involving
hypothalamic neuropeptides [9–12]. Taken together, these
reports suggest that the induction of ghrelin could be
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Rikkunshito suppresses cisplatin-induced anorexia
decided on the basis of body surface area (BSA), was 80 mg 
(BSA ?1.25 m2), 100 mg (BSA 1.25–1.5 m2), or 120 mg 
(BSA ?1.5 m2). Cisplatin (Landa™, Nippon Kayaku Co, 
Ltd, Tokyo, Japan) was administered intravenously on day 8. 
All patients received 16 mg of dexamethasone and 3 mg of 
granisetron intravenously one hour before cisplatin infusion 
and 8 mg of dexamethasone on days 9 and 10. The initially 
administered dose of cisplatin was 60 mg/m2. Blood samples 
were obtained from each patient before the administration 
of cisplatin on day 8 and 3 hours after the administration of 
cisplatin was finished. The primary endpoint was the amount 
of oral intake, and the categories of the scales of anorexia, 
nausea, and vomiting; secondary endpoints included the 
plasma concentration of acylated ghrelin.
Measurement of acylated ghrelin
The blood samples were collected before and 3 hours after 
the administration of cisplatin. The sample collecting time 
was determined on the basis of our unpublished experimental 
data from dogs. The plasma samples for acylated ghrelin 
were promptly centrifuged at 4?C, and the supernatants 
were acidified with 1 mol/L HCl (1/10 volume), frozen, and 
kept below 40?C until measurement. The acylated ghrelin 
level was determined using the active ghrelin enzyme-linked 
immunosorbent assay kit (SCETI Co, Ltd, Tokyo, Japan).
Definition of response
Following administration of cisplatin, each patient was 
hospitalized and monitored by direct observation and patient 
interview for 5 days. The amount of oral intake of each 
meal was observed and scored by 11 stages from 0 to 10 by 
nurses, and the average oral intake during 5 days was calcu-
lated and analyzed. Categories of the scales for anorexia, 
nausea, and vomiting were graded according to the National 
Cancer Institute common toxicity criteria, version 3.0.15 We 
defined the time to treatment failure as the period between 
the time that administration of cisplatin was finished and t e 
time that vomiting or dry vomiting occurred or the time of 
administration of the antiemetic.
Statistical analysis
The results were expressed as the mean ? the standard error 
of the mean. The Student’s t-test was used to test for the 
 significance of differences between groups. For the  comparison 
of time to treatment failure between two groups, the Kaplan-
Meier product-limit method and log-rank test were used. 
A P value ?0.05 was considered statistically significant. 
 Statistical calculations were performed using StatView® 
software (version 5.0, Abacus Concepts Inc, Berkeley, CA).
Results
Plasma concentration of acylated ghrelin
In the Rikkunshito-off period, the average concentration of 
plasma acylated ghrelin 3 hours after the administration of 
cisplatin decreased from that before administration of cis-
platin, but the difference was not significant. On the other 
hand, in the Rikkunshito-on period, no decrease in plasma 
concentration of acylated ghrelin was observed between 
before and after administration (Figure 2).
Amount of oral intake
The average oral intake in the Rikkunshito-on period was 
significantly larger than that in the Rikkunshito-off period 
(6.29 versus 3.94, P ? 0.0496, Figure 3). This tendency was 
similarly seen in group A and group B, and neither an order 
effect nor a carry-over effect was seen.
Anorexia, nausea, vomiting
The grade of anorexia (0–4) was significantly lower in the 
Rikkunshito-on period than in the Rikkunshito-off period 
Table 1 Background of patients
Patient Age (years) Sex Tumor PS Group
1 55 M Recurrent 1 A
2 61 F Unresectable 0 A
3 67 M Recurrent 0 B
4 71 M Unresectable 0 A
5 52 M Unresectable 1 A
6 72 M Recurrent 0 B
7 50 F Unresectable 1 B
8 62 M Unresectable 0 B
9 67 M Recurrent 1 A
10 61 M Unresectable 0 B




































(n = 10) NS
Figure 2 Plasma concentration of acylated ghrelin. In the Rikkunshito-on period 
(Rikkunshito [?]), no decrease of plasma concentration of acylated ghrelin was 
observed before and after administration. 
Abbreviation: NS, not significant.





effect following peripheral administration.7 In addition, 
ghrelin exhibits a variety of actions, including stimulation of 
growth hormone secretion, gastric motility and gastric acid 
secretion,8 as well as induction of a positive energy balance.9 
The level of plasma ghrelin is thought to be related to gas-
trointestinal disorders, and ghrelin has been administered to 
patients with anorexia-related disorders as a new therapy.10 
However, the intravenous and repeated administration of 
ghrelin presented a considerable burden for the patients.
Rikkunshito, a traditional Japanese medicine, is used to 
treat various gastrointestinal tract disord rs, uch as functional 
dyspepsia, gastroesophageal reflux, dyspeptic symptoms of 
post-gastrointestinal surgery, and chemotherapy-induced 
nausea.11–13 Takeda et al14 showed that a flavonoid in 
 Rikkunshito suppressed a cisplatin-induced decrease 
in plasma acylated hrelin levels and increased food intake 





receptors. The aim of this study was to investigate the eff ct 
of Rikkunshito on ghrelin secretion and on cisplatin-induced 
anorexia in humans.
Mat rials and methods
Patient eligibili y
Eligible patients had histologically proved unresect ble 
or recurrent gastric cancer. Up to one regimen of prior 
 chemotherapy was all wed (adjuvant chemotherapy was 
allowed provided that at least 28 days had elapsed since the 
last treatment), except or prior treatment with cisplatin.
Other inclusion criteria were as follows: age 20–75 years; 
Eastern Clinical Oncology Group performance status 0–1; 
estimate  life expectancy more than 3 months; a white 
blood cell count between 4000 and 12,000 mm3; an absolute 
neutrophil count of over 2000 mm3, a  platelet count of over 
100,000 mm3, and a hemoglobin level of over 8.0 g/dL; 
aspartate aminotransferase and alanine aminotransferase 
levels within two times the upper limit of normal for the 
institution; serum bilirubin level less than 1.5 mg/dL; serum 
creatinine level within the upper limit of the normal value for 
the institution; 24-hour creatinine clearance more than 50 mL/
minute; and a normal electrocardiogram. Only patients who 
could swallow tablets were eligible. Patients were excluded 
if they had brain metastases, severe comorbid conditions, 
active double cancers, or a past history of drug allergy or were 
unable to comply with the protocol requirements. Pregnant 
women were also excluded.  Written informed consent was 
obtained from all patients before study entry.
Treatment design
The study was performed as a crossover design because of 
the limited number of patients (Figure 1). Ten patients were 
randomly divided into two groups. The gender, age, tumor 
characteristics, and performance status of these 10 patients 
are listed in Table 1. Group A (n ? 5) was started on 
 Rikkunshito from the first course of chemotherapy followed 
by a second course of chemot erapy without Rikkunshito. 
Treatment with reversed order was performed for Group B 
(n ? 5). Patients in the intervention period took Rikkunshito 
(Tsumura Co, Ltd, Tokyo, Japan) at a daily dose of 7.5 g 
(2.5 g three times daily, orally) before every meal through 
chemotherapy from days 1 to 21. On the other hand, patients 
in the control period took nothing. All patients received 
combined chemotherapy with S-1 plus cisplatin as follows. 
S-1 (Taiho Pharmaceutical Co, Ltd, Tokyo, Japan) was given 
orally twice daily after meals at a fixed dose of 80 mg/m2/
day for 21 consecutive days followed by a 14-day rest period; 
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Figure 1 Crossover study design. Patients in group A initially took oral Rikkunshito before every meal for 3 weeks (on treatment). After a rest period of 2 weeks, Rikkunshito 










Rikkunshito suppresses cisplatin-induced anorexia
decided on the basis of body surface area (BSA), was 80 mg 
(BSA ?1.25 m2), 100 mg (BSA .25–1.5 m2), or 120 mg 
(BSA ?1.5 m2). Cisplatin (Landa™, Nippon Kayaku Co, 
Ltd, Tokyo, Japan) was administered intravenously on day 8. 
All patients received 16 mg of dexamethasone and 3 mg of 
granisetron intravenously one hour before cisplatin infusion 
and 8 mg of dexamethasone on days 9 and 10. The initially 
administered dose of cisplatin was 60 mg/m2. Blood samples 
were obtained from each patient before the admi istration 
of cisplatin on day 8 and 3 hours after the administration of 
cisplatin was finished. The primary endpoint was the amount 
of oral intake, and the categories of the scales of anorexia, 
nausea, and vomiting; secondary endpoints included the 
plasma concentration of acylated ghrelin.
M asure en  of acylated ghrelin
The blood samples were collected before and 3 hours after 
he administrati n of cisplatin. The sample collec ing time 
was determined on the basis of our unpublished experimental 
data from dogs. The plasma samples for acylated ghrelin 
were promptly centrifuged at 4?C, and the supernatants 
we e acidified with 1 mol/L HCl (1/10 volume), fr z n, and 
kept below 40?C until measurement. The acylated ghrelin 
level was determined using the active ghrelin enzyme-linked 
immunosorbent assay kit (SCETI Co, Ltd, Tokyo, Japan).
Definition of response
Following administration of cisplatin, each patient was 
hospitalized and mo itored by direct observation and patient 
interview for 5 days. The amount of oral intake of each 
meal was observed and scored by 11 stages from 0 to 10 by 
nurses, and the average oral intake during 5 days was calcu-
lated and analyzed. Categories of the scales for anorexia, 
nausea, and vomiting were graded according to the National 
Cancer Institute common toxicity criteria, version 3.0.15 We 
defined the time to treatment failure as the period between 
the time that administra on of cispl tin was finished an  the 
time that vomiting or dry vomiting occurred or the time of 
administration of the antiemetic.
Statistical analysis
The results were expressed as the mean ? the standard error 
of the mean. The Student’s t-test was used to test for the 
 significanc  of differences between groups. For the  comparison 
of time to treatment failure between two groups, the Kaplan-
Meier product-limit method and log-rank test were used. 
A P value ?0.05 w s considered statistically s gnifi ant. 
 Statistical calculations were performed using StatView® 
software (version 5.0, Abacus Concepts Inc, Berkeley, CA).
Results
Plasma concentration of acylated ghrelin
In the Rikkunshito-off period, the aver ge concentration of 
plasma acylated ghrelin 3 hours after the administration of 
cisplatin decreased from that before administration of cis-
platin, but the difference was not significant. On the other 
hand, in the Rikkunshit -on period, no decrease in pl sma 
concentration of acylated ghrelin was observed between 
before and after administration (Figure 2).
Amount of oral intake
The average oral intake in the Rikkunshito-on period was 
significantly larger than that in the Rikkunshito-off period 
(6.29 versus 3.94, P ? 0.0496, Figure 3). This tendency was 
similarly seen in group A and group B, and neither an order 
effect nor a carry-over effect was seen.
Anorexia, nausea, vomiting
The grade of anorexia ( –4) was significantly lower in the 
Rikkun hito-on eriod than in th  Rik unshito-off period 
Table 1 Background of patients
Patient Age (years) Sex Tumor PS Group
1 55 M Recurrent 1 A
2 61 F Unresectable 0 A
3 67 M Recurrent 0 B
4 71 M Unresectable 0 A
5 52 M Unresectable 1 A
6 72 M Recurrent 0 B
7 50 F Unresectable 1 B
8 62 M Unresectable 0 B
9 67 M Recurrent 1 A
10 61 M Unresectable 0 B




































(n = 10) NS
Figure 2 Plasma concentration of acylated ghrelin. In the Rikkunshito-on peri d 
(Rikkunshito [?]), no decrease of plasma concentration of acylated ghrelin was 
observed before and after administration. 
Abbreviation: NS, not significant.





(1.2  versus 2.2, P ? 0.0441, Figure 4). No order effect or carry-
over effect was seen. The difference in the grade of nausea (0–3) 
was not significant, although the grade in the Rikkunshito-on 
period tended to be lower (Figure 5). The difference in grade 
of vomiting (0–4) was not significant (Figure 6).
Time to treatment failure
The number of cases of treatment failure in the Rikkunshito-
off period was nine, whereas that in the Rikkunshito-on 
period was five. However, the difference was not significant 
(Figure 7).
Toxicity
Pseudohyperaldosteronism and hepatic toxicity have been 
reported as side effects of Rikkunshito. We assessed hyper-
tension, edema, hypokalemia, and transaminitis. These 
events did not appear for either the Rikkunshito-on or the 
Rikkunshito-off period, and all patients were able to complete 
the examination.
Discussion
Ghrelin has been measured in patients with various diseases, 
for example, functional dyspepsia,16 breast cancer, colon 
cancer,17 and hepatocellular carcinoma,18 and the relation-
ship between the disease and the level of ghrelin has 
been assessed. Garcia et al19 reported that plasma ghrelin 
levels were higher in cachectic patients than in noncachectic 
ones, suggesting that an increase in the plasma ghrelin level 
might be related to secondary loss of appetite in patients. The 
plasma ghrelin level in patients with obesity was low, and 
the decrease in body weight was proportional to increasing 
ghrelin levels.20 The ghrelin level of patients with anorexia 
nervosa was reported to be high.21 It remains controversial 
whether the plasma ghrelin level of patients with  functional 
dyspepsia increases or decreases.22,23 Akamizu et al24 
 experimented with the administration of ghrelin in patients 
with functional dyspepsia; their results showed that daily food 
intake tended to increase in comparison with intake before 
and after completion of treatment. However, the difference 
was not significant. The hunger sensation was reported to 
be significantly elevated. It is certain that ghrelin is related 
to appetite; however, the manner in which it affects appetite 
and food intake remains unclear.
Rikkunshito is a traditional Japanese medicine (Kampo) 
that is widely used for treating upper gastrointestinal 
symptoms, such as decreased gastric motility after surgery11 
and chronic idiopathic dyspepsia,12 and its beneficial effects 
have been shown. Rikkunshito contains mixed raw herbs 
in the following ratios: JP Atractylodes lancea rhizome 






















Figure 3 Comparison of the amount of oral intake. The average oral intake in the 
Rikkunshito-on period was significantly larger than that in the Rikkunshito-off period.


















Figure 4 Comparison of the grade of anorexia. The grade of anorexia (0–4) was 
significantly lower in the Rikkunshito-on period than in the Rikkunshito-off period.













Figure 5 Comparison of the grade of nausea. The difference in the grade of nausea 
(0–3) was not significant.















(n = 10) NS
Figure 6 Comparison of the grade of vomiting. The difference in the grade of 
vomiting (0–4) was not significant.
Abbreviation: NS, not significant.
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and after completion of treatment. However, the difference 
was not significant. The hunger sensation was reported to 
be significantly elevated. It is certain that ghrelin is related 
to appetite; however, the manner in which it affects appetite 
and food intake remains unclear.
Rikkunshito is a traditional Japanese medicine (Kampo) 
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Figure 3 Comparison of the amount of oral intake. The average oral intake in the 
Rikkunshito-on period was significantly larger than that in the Rikkunshito-off period.


















Figure 4 Comparison of the grade of anorexia. The grade of anorexia (0–4) was 
significantly lower in the Rikkunshito-on period than in the Rikkunshito-off period.













Figure 5 Comparison of the grade of nausea. The difference in the grade of nausea 
(0–3) was not significant.















(n = 10) NS
Figure 6 Comparison of the grade of vomiting. The difference in the grade of 
vomiting (0–4) was not significant.
Abbreviation: NS, not significant.





(1.2  versus 2.2, P ? 0.0441, Figure 4). No order effect or carry-
over effect was seen. The difference in the grade of nausea (0–3) 
was not significant, although the grade in the Rikkunshito-on 
period tended to be lower (Figure 5). The difference in grade 
of vomiting (0–4) was not significant (Figure 6).
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The number of cases of treatment failure in the Rikkunshito-
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(Figure 7).
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reported as side effects of Rikkunshito. We assessed hyper-
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events did not appear for either the Rikkunshito-on or the 
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Figure 4 Comparison of the grade of anorexia. The grade of anorexia (0–4) was 
significantly lower in the Rikkunshito-on period than in the Rikkunshito-off period.













Figure 5 Comparison of the grade of nausea. The difference in the grade of nausea 
(0–3) was not significant.















(n = 10) NS
Figure 6 Comparison of the grade of vomiting. The difference in the grade of 
vomiting (0–4) was not significant.
Abbreviation: NS, not significant.




Rikkunshito suppresses cisplatin-induced anorexia
sclerotium 4.0 g, JP Jujube 2.0 g, JP Citrus unshiu peel 2.0 g, 
JP Glycyrrhiza 1.0 g, and JP Ginger 0.5 g. Rikkunshito has 
been approved for medicinal use by the Japanese Ministry 
of Health and Welfare, although the mechanism by which 
Rikkunshito alleviates upper gastrointestinal symptoms 
has not been clarified. Recently, Rikkunshito was used in 
combination with granisetron to alleviate the side effects 
of anticancer drugs, without affecting their efficacy.12 
Decreased gastric motility and decreased appetite as a result 
of surgery, anticancer drugs, and functional dyspepsia may 
be caused by a decreased plasma ghrelin level25,26 or ghrelin 
function. In clinical applications, Rikkunshito is particularly 
effective against functional dyspepsia,11 and its efficacy 
is also supported by basic research in rats with a delayed 
gastric emptying function.27 Matsumura et al28 reported that 
Rikkunshito significantly increased the plasma acylated 
ghrelin level in healthy volunteers and normal mice, and 
the ghrelin mRNA expression level in the stomach was 
upregulated in mice. These findings suggest the possibility 
that Rikkunshito affects the secretion or function of ghrelin.
Takeda et al14 reported that Rikkunshito suppresses a 
cisplatin-induced decrease in the plasma level of ghrelin, 
a hormone that stimulates gastrointestinal motility and 
food i take in rats. Heptomethoxyflavone, hesperidin, and 
isoliquiritigenin, the flavonoids in Rikkunshito, are reported 
to be responsible for a 5HT
2B
 antagonistic effect and restora-
tion of the plasma level of ghrelin.
In the present study, in the Rikkunshito-off period, the 
average concentration of plasma acylated ghrelin after 
administration decreased from that before administration, 
but the difference was not significant. On the other hand, in 
the Rikkunshito-on period, a decrease of plasma concentra-
tion of acylated ghrelin was not observed before nor after 
administration (Figure 2). This result does not contradict 
the findings of Takeda et al. Rikkunshito might restore the 
plasma level of ghrelin.
The average oral intake in the Rikkunshito-on period was 
significantly larger than that in the Rikkunshito-off period 
(Figure 3), and the grade of anorexia was significantly lower 
in the Rikkunshito-on period than that in the Rikkunshito-off 
period (Figure 4). These results might also indicate the effect 
of restoration of ghrelin. On the other hand, the differences in 
the grade of nausea, vomiting, and time to treatment failure 
between the two groups were not significant (Figures 5, 6, 
and 7). Nausea and vomiting are reactions mainly related 
to 5HT
3
 receptors, and the relationship with ghrelin might 
be minimal.
In summary, Rikkunshito might prevent anorexia 
induced by cisplatin; thus, prophylactic administration was 
effective in chemotherapy with cisplatin, and patients could 
continue their treatment on schedule. This is the first report 
demonstrating the beneficial effects of Rikkunshito in the 
treatment of cisplatin therapy in humans. A  limitation of 
the present study is the small number of patients. It will 
be necessary to confirm the usefulness of Rikkunshito by 
 performing larger randomized controlled studies in the 
future.
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Figure 7 Kaplan–Meier curves of time to treatment failure. The number of cases 
of treatment failure in the Rikkunshito-off period was nine, whereas that in the 
Rikkunshito-on period was five.
Abbreviation: NS, not significant.
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（日本医薬情報センタ .ー 重篤副作用疾患別対応マニュアル集 2008, p.82.）
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Special Report
Drug-induced liver injury in Japan: An analysis of 1676
cases between 1997 and 2006
Hajime Takikawa,1 Yousuke Murata,2 Norio Horiike,3 Hiroshi Fukui4 and Morikazu Onji2
1Department of Medicine, Teikyo University School of Medicine, Tokyo, 2Third Department of Internal Medicine,
Ehime University School of Medicine, 3Department of Internal Medicine, Saiseikai Imabari Daini Hospital, Ehime,
and 4Third Department of Internal Medicine, Nara Medical University, Nara, Japan
At the 44th Annual Meeting of the Japan Society of Hepatol-
ogy, 1674 cases of drug-induced liver injury (DILI), occurring
between January 1997 and December 2006, were reviewed.
Data were obtained by questionnaires completed by the 29
presenters of the special DILI session during the meeting. This
article presents the review’s findings, including the role of
dietary supplements and Chinese herbal medicines in DILI.
INTRODUCTION
ATTHE 44TH Annual Meeting of the Japan Society ofHepatology, we retrospectively surveyed Japanese
cases with drug-induced liver injury (DILI) between
January 1997 and December 2006.
A questionnaire was sent to the 29 presenters of the
special DILI session during the meeting, and 1674 DILI
cases between January 1997 and December 2006 were
collected. The questionnaire included the following
items; sex, age, year of onset, concomitant diseases, type
of liver injury, alcohol intake, pregnancy, number and
names of causal drugs, classification of causal drugs,
exclusion of other causes of acute liver injury, clinical
symptoms and data, diagnostic method(s), treatment,
outcome, and score of the diagnostic scale of the Diges-
tive Disease Week-Japan (DDW-J) 2004 workshop.1,2
The diagnosis of DILI were performed by the followings;
the clinical course after drug administration (60%), the
clinical course after drug discontinuation (54%), clini-
cal symptoms (12%), sensitivity tests (17%), diagnostic
criteria (50%), liver biopsy (21%), re-administration
(1.3%), and exclusion criteria (23%).
GENERAL PROFILES
IN TOTAL, 1676 cases (721 males, 955 females) agedbetween 12 and 99 years old (average age, 55 years;
Fig. 1) were reported. The types of liver injury classified
by the diagnostic criteria of the DDW-J 2004 work-
shop1,2 were as follows: 59% hepatocellular type, 20%
mixed type and 21% cholestatic type. The percentage of
hepatocellular type was larger than reported in previous
surveys; 46% in the study of Tamada et al. with 2561
cases performed in 1999,3 and 55% in our study with
287 cases performed in 2002.4 The drug-induced lym-
phocyte stimulation test (DLST)5,6 was performed in
60% of cases, and was positive in 33% and semi-
positive in 3% of cases. Eosinophilia 3 6% was observed
in 26% of cases, which was significantly decreased in
recent cases between 2002 and 2006 (24%), compared
to previous cases between 1997 and 2001 (31%)
(P < 0.01 by c2-test).
Figure 2 shows the duration from the start of medica-
tion until the onset of liver injury; 59% of DILI cases
occurred within 30 days and 80% of DILI cases occurred
within 90 days after starting drug administration.
Symptoms were observed in 66% of cases, and general
malaise (36%) was most frequently observed (Table 1).
The presence of symptoms, pruritus, skin rash, and jaun-
dice was significantly decreased in recent cases between
2002 and 2006, compared to previous cases between
1997 and 2001 (Table 1).
Figure 3 shows the distribution of scores of the diag-
nostic scale of the DDW-J 2004 workshop;1,2 87%
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Medicine, Ehime University School of Medicine, Ehime, Japan. Email:
onjimori@m.ehime-u.ac.jp
Received 7 October 2008; revised 12 November 2008; accepted 16
November 2008.
Hepatology Research 2009; 39: 427–431 doi: 10.1111/j.1872-034X.2008.00486.x
© 2009 The Japan Society of Hepatology 427
Percentage of causal drugs that were narrowed down to 
single drug (879 drugs) were as follows;
1. antibiotics (14.3%) 
2. drugs for the psychiatry and neurological system (10.1%) 
3. dietary supplements (10.0%) 
4. anti-inflammatory d ugs (9.9%)
5. drugs for the circulatory and respiratory system (7.5%)
6. Chinese herbal drugs (7.1%)
7. drugs for the gast ointestinal system (6.1%)
?????????????????????????????????????
原因医薬品カテゴリー別間質性肺炎報告のべ件数の集計(2004～2009年)




























RESEARCH ARTICLE Open Access
Patient safety incident reports related to
traditional Japanese Kampo medicines:
medication errors and adverse drug events
in a university hospital for a ten-year
period
Yutaka Shimada* , Makoto Fujimoto, Tatsuya Nogami, Hidetoshi Watari, Hideyuki Kitahara, Hiroki Misawa
and Yoshiyuki Kimbara
Abstract
Background: Kampo medicine is traditional Japanese medicine, which originated in ancient traditional Chinese medicine,
but was introduced and developed uniquely in Japan. Today, Kampo medicines are integrated into the Japanese national
health care system. Incident reporting systems are currently being widely used to collect information about patient safety
incidents that occur in hospitals. However, no investigations have been conducted regarding patient safety incident reports
related to Kampo medicines. The aim of this study was to survey and analyse incident reports related to Kampo medicines
in a Japanese university hospital to improve future patient safety.
Methods: We selected incident reports related to Kampo medicines filed in Toyama University Hospital from May 2007 to
April 2017, and investigated them in terms of medication errors and adverse drug events.
Results: Out of 21,324 total incident reports filed in the 10-year survey period, we discovered 108 Kampo medicine-related
incident reports. However, five cases were redundantly reported; thus, the number of actual incidents was 103. Of those, 99
incidents were classified as medication errors (77 administration errors, 15 dispensing errors, and 7 prescribing errors), and
four were adverse drug events, namely Kampo medicine-induced interstitial pneumonia. The Kampo medicine (crude drug)
that was thought to induce interstitial pneumonia in all four cases was Scutellariae Radix, which is consistent with past
reports. According to the incident severity classification system recommended by the National University Hospital Council
of Japan, of the 99 medication errors, 10 incidents were classified as level 0 (an error occurred, but the patient was not
affected) and 89 incidents were level 1 (an error occurred that affected the patient, but did not cause harm). Of the four
adverse drug events, two incidents were classified as level 2 (patient was transiently harmed, but required no treatment),
and two incidents were level 3b (patient was transiently harmed and required substantial treatment).
Conclusions: There are many patient safety issues related to Kampo medicines. Patient safety awareness should be raised
to prevent medication errors, especially administration errors, and adverse drug events in Kampo medicine.
Keywords: Adverse drug event, Drug-induced interstitial pneumonia, Kampo medicine, Medication error, Patient safety
incident report, Scutellariae radix
* Correspondence: shimada@med.u-toyama.ac.jp
Department of Japanese Oriental Medicine, Graduate School of Medicine
and Pharmaceutical Sciences, University of Toyama, 2630 Sugitani, Toyama
930-0194, Japan
© The Author(s). 2017 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.
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実習後の学生 81 名に研究参加を依頼し，10 分間の半構造化面接を実施した（人 29-14）．面接
















中井? 尚美 1,2，山田? 理絵 3，北谷? 幸寛 3，八塚? 美樹 3 
¹富山市民病院看護部? ²富山大学大学院医学薬学教育部（博士前期課程） 
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とし，研究目的に沿った 8 件の文献検討を行った． 















梅村? 俊彰 1，吉崎? 純夫 2 
１富山大学大学院医学薬学研究部（成人看護学 2 講座）? 2平成医療短期大学? 成人看護学領域 
 
【目的】近年，会話を利用した新たなテクノロジーとしてスマートスピーカーが登場した．
Amazon のスマートスピーカーEcho と，搭載された音声アシスタント Alexa はその一つである．
Alexa ではオリジナルの音声アプリ「スキル」を簡単に作ることができる．そこで，看護師国家
試験の必修問題を学習できるスキルを作成したので報告する． 
【方法】Alexa におけるスキルを作成する．問題データは看護師国家試験，第 93 回(2004 年)〜






















































































史深く，今から約 650 年前の 1350 年代の室町時代から「棗荘」という荘園があったことに由来
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金森昌彦編集，北陸なつめ研究会執筆：北陸路に棗ありて? 三恵社? 2017 
（主として富山大学，福井県立大学，金沢大学の先生方が研究内容について執筆しており，電
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その効果について調べた．対象は A 短期大学に在籍する女子学生 34 名（平均年齢 20.4 歳）と
し，足趾力強化トレーニング(足趾の屈伸運動を 1 日 1 回，左右各 20 回ずつ)を 1 週間実施した．
その効果をトレーニング前後の左右の足趾力測定（挟力を「チェッカー君」測定器，把持力を足
趾筋力測定器，屈伸力を足趾 10 秒テスト）で行った．トレーニング前の挟力は右で 3.0±1.3kgf，
左で 2.5±1.2kgf，把持力は右で 6.8±2.9kgf，左で 6.7±3.0kgf，屈伸力は右で 16.4±7.1 回，左で
16±6.7 回であった．トレーニング後には挟力は右で 3.8±1.3kgf，左で 3.3±1.5kgf，把持力は右
















































護学科では具体的な交流に至っていなかった．しかし，2018 年 8 月 3 日のハサヌディン大学看
護学部（Dr. Ariyanti Saleh）と富山大学看護学科（八塚）との打ち合わせの結果，交流開始の
運びとなった．ハサヌディン大学訪問は梅村が代表となり，2018 年 10 月 9 日(火)〜13 日(土)
に訪れた．訪問予定の 10 日前に起きたこの島での地震のため，予定延期になることが危惧され
















Primary Health Service for Community-dwelling Older People in Indonesia  
 
Andi Masyitha Irwan PhD., RN.  
 
Faculty of Nursing, Hasanuddin University, Indonesia 
 
Primary health service for older people in Indonesia consists of Public Health Centres (PHC) 
and Monthly Health Check-ups (MHC). They are the first lines of health care for older 
adults in the communities. Since it was launched in 2002, 69,500 MHC stations have been 
established in 34 provinces in Indonesia. The purpose of MHCs is to screen patients and 
refer those with serious health problems to more comprehensive health facilities. The 
service is free of charge and is conducted in the middle of the community to ensure its 
accessibility for older adults. MHCs consist of assessing activities in daily living, mental 
health status, and nutritional status. They also monitor blood pressure, blood glucose levels, 
and urine protein levels. Health education and medications are administered as needed. If 
the health complaint cannot be treated, individuals are referred to the PHC or another more 
comprehensive health care service provider. However, based on the experience of author 
helping MHC program in the community, there are some challenges faced, including 
medication as the only main activities of MHC, poor number of visit from older people and 
misperception of MHC function. Ongoing improvement and supervision of MHC program 
are needed to ensure the maximum of its function to help older people maintain and promote 
their health status.  
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Effects of Zizyphus Jujuba on the Degranulation in Allergic Reaction 
 
Y. Mitsuhashi1, T. Katagiri2, T. Aradate3, M. Kanamori4 
 
1 Dept. Radiological Sciences, University of Toyama, Toyama, Japan 
2 Dept. Biology, University of Toyama, Toyama, Japan 
3 Dept. Medical Biology, University of Toyama, Toyama, Japan 
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Aims: Recently, type-I allergy is increasing. This allergy is involved with histamine, 
Immunoglobulin E (IgE), and mast cells /basophils. Currently, western medicine is mainly 
applied for the treatment of allergic disease in Japan. However, some patients are affected 
by side effects of medication. In order to overcome this situation, it is necessary to consider 
the application of the method of oriental medicine, which has been focused on natural 
healing power. But it is not known in detail for the mechanism of anti-allergic activities. 
Zizyphus Jujuba (ZJ), has been used in various Kampo medicine. Therefore, we focused on 
the anti-allergic effects of ZJ. 
Methods: The importance of basophils in type-I allergy has been attracted. So, we used rat 
model of basophilic leukemia (RBL-2H3), and measured degranulation inhibitory abilities of 
water extracts of ZJ. In addition, we measured the cytotoxic effects of ZJ extracts on 
RBL-2H3. 
Results: ZJ extracts showed that the degranulation was strongly suppressed after the 
antigen stimulation (IgE-DNP). On the other hand, ZJ extracts did not have significant 
effects on the cell viabilities of RBL-2H3. 
Findings: ZJ contains certain level of cyclic adenosine monophoshate (cyclic AMP), which is 
a second messenger for the inhibition of the type-I allergy, such as bronchial asthma. 
Therefore, ZJ might have an ability to inhibit basophils-degranulation without cytotoxicity. 
Conclusions: In the anti-allergic ability of ZJ extracts, identification of the efficacy 
components of ZJ could lead to a new strategy for the allergy therapy in future. Further 































































付則　本会則は，平成 9 年 11月 5 日から施行する．
付則　本会則は，平成 12年 10月 21日，一部改正施行する．
付則　本会則は，平成 17年 10月 15日，一部改正施行する．
付則　本会則は，平成 24年 12月 15日，一部改正施行する．
付則　本会則は，平成 26年 11月 22日，一部改正施行する．
付則　本会則は，平成 30年 12月 8 日，一部改正施行する．
　　　　　　　細　　則




6 － 3　 功労会員 ₃－⑴の条件における，看護学研究等における多大な貢献とは，退官後に富山大学看
護学科の協力研究員として，5年以上の実務的な実績がある者とする．
























































































₂　 Enders JR, Weller TH, Robbins FC, etal：Cultivation of the poliovirus strain in cultures of 









₃　 Horkenes G, Pattison JR：Viruses and diseases. In "A pratical guide to clinical virology（2nd 




















但し，図表中においては numberの略字としての nまたは Nは直接使用してよい．
－ 94－
・度量衡・時間表示：国際単位 （kg, g, mg, mm, g/dl） を用い， 温度は摂氏 （℃）， 気圧はヘクトパス
カル （hpa） 表示とする．
英字時間表示には， sec, min, h をピリオド無しで用いる． 
⑻　記事 （海外活動報告・国際学会報告） は1,200字程度とし， 写真 1 ～ 2 枚をつける． 投稿料・
掲載料は不要であり， 掲載の可否は編集委員会が決定する． 
 「投稿先」 
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　〒930－0194 富山県富山市杉谷2630 富山大学看護学会 事務局宛
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